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Abstract

Background

The Sub-Saharan Africa accounts for more than 70% of the global burden of HIV
infections. Non-occupational post-exposure prophylaxis, when initiated within 72
hours of HIV exposure for 28 days, can prevent seroconversion in 80% of HIV exposures.
Objectives

To evaluate the characteristics, prevalence and outcome of non-occupational HIV post-
exposure prophylaxis utilization in a tertiary hospital.

Method

This was a retrospective study that involved the medical records of 143 patients who
sought HIV non-occupational post-exposure prophylaxis between 1st June 2011 and
31st May 2021. A questionnaire was used to collect information about the socio-
demographic data, profiles of both the source and exposed persons, antiretroviral
completion rate and outcome at follow-up.

Results

Females accounted for 125 (87.4%). Sexual assaults were the main reasons for seeking
non-occupational post-exposure prophylaxis in 119 (83.2%). High-risk exposures were
observed in 134 (93.7%). HIV status of the sources was unknown in 126 (88.1%).
123 (86.0%) initiated antiretroviral within 72 hours of exposure and antiretroviral
completion rate was 70.6%. Only 28 (19.6%) reported for follow-up scheduled HIV
screening and were all negative.

Conclusion

Early initiation of postexposure prophylaxis, improvement in baseline HIV testing of the
source, and follow-up HIV screening, will significantly improve services and outcomes.

Rwanda J Med Health Sci 2022;5(3):264-275

Keywords: Evaluation, non-occupational, postexposure prophylaxis, HIV, utilisation

Introduction
Non-occupational HIV post-exposure
prophylaxis (nPEP) is the initiation of

antiretroviral therapy (ART) in HIV-negative
individuals within 72 hours or as early as
possible for 28 days after the person is
exposed to potentially HIV-infected blood
or body fluids outside the occupational or
healthcare setting.[1,2] Ideally, nPEP is
most effective when the first dose of the
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antiretroviral (ARV) regimen is given within
2 hours of HIV exposure because the
efficacy of nPEP reduces with prolongation
in initiating ART.[2] Non-occupational post-
exposure prophylaxis became necessary as
part of the numerous approaches to reduce
HIV/AIDS-related deaths, high lifetime
medical costs and the economic burden
of treating HIV patients when exposed
individual seroconverts.|[3]
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This preventive measure started in the
mid-1990s when the Centre for Disease
Control and Prevention (CDC) released the
first guideline on the ability of Zidovudine
to prevent seroconversion in more than
80% of HIV occupational exposures
among healthcare workers.[4] Since this
discovery, other forms of exposure like
sexual exposure and injection sharing have
also received attention and are included in
the nPEP programme. In addition to the
observation by CDC, proven efficacy of ART
has also been established in the prevention
of maternal-to-child transmission during
pregnancy and animal studies by World
Health Organisation (WHO).[2,4]

The WHO, in an attempt to simplify nPEP
services, has developed guidelines and
harmonised previous ones to ease the
assessment of eligibility for nPEP, and
standardised antiretroviral prescription
with a view to improving uptake, and
ARV completion rate.[2] Several countries
have now adopted and domesticated the
WHO recommendation on post-exposure
prophylaxis without differentiating the
type of exposure. These national guidelines
have been improved upon with many now
prescribing the 3-drug regimen to prevent
all forms of HIV exposure from unprotected
receptive vaginal intercourse (HIV
transmission per sex act: 0.002%) to high-
risk exposures like unprotected receptive
anal intercourse (HIV transmission per sex
act: 1.4%) and injection sharing among
intravenous drug users.[2,4,5] This global
strategic public health approach has
significantly contributed to alleviating the
initial high prevalence of HIV, and its high
morbidity and mortality rate by reducing
the rate of seroconversion after exposure to
potentially infectious materials.[2,06]

Globally, the human immunodeficiency
virus is affecting about 38 million of the
world’s population of which the majority
are in developing countries.[6] Sub-Sahara
Africa (SSA) despite making up only 12% of
the world’s population, is the worst hit by
the scourge carrying 70% of the global

burden of the disease, estimated to be 25.7
million people living with HIV (PLHIV).[4]
Regrettably, more than two-thirds of HIV/
AIDS-related deaths occur in Sub-Sahara
Africa.[7] Nigeria shares a high proportion
of this scourge with a prevalence of 1.4%
estimated to be about 1.7 million people
living with the virus as of 2020.[6] Among the
propagators of HIV transmission in Nigeria
and many parts of SSA are unprotected
multiple sexual partners, low or improper
use of condom, money for sex due to poverty,
inconsistent use of universal precaution,
lack of personal protective equipment, poor
waste or sharps disposal, stigmatisation,
and sexual assaults.[6,8]

To control the spread of HIV, prevention
must play a pivotal role in the HIV response.
These preventive strategies among other
measures must strengthen HIV education,
awareness campaign, intensive case
findings, early diagnosis, administration
of highly active antiretroviral therapy, pre-
exposure prophylaxis and post-exposure
prophylaxis.[9] Besides, there must be a
well-coordinated pragmatic approach that
focuses on reducing all forms of exposure to
potentially infectious body fluid. Unprotected
sexual exposures, which constitute the
major means of HIV transmission, must be
discouraged by promoting the consistent
and correct use of condoms.[9]

For nPEP services to be effective they must
encompass first aid following HIV exposure,
pre-test and post-test counselling, risk
assessment and eligibility of both the exposed
and source person for ART, necessary
laboratory investigation, provision of
antiretroviral therapy (ART) and adherence
counselling, follow-up HIV screening and
emphasis on avoidance of risky sexual
behaviours.[10] Unfortunately, despite the
potential benefits of non-occupational post-
exposure prophylaxis and these proactive
measures to reduce the epidemic through
the provision of nPEP, awareness is either
poor or underutilised which may drive HIV
transmission and worsen the epidemic.
[4,11]
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Also, attention shifts and declining global
funding of HIV reduction strategies as a
result of the recent Covid-19 pandemic
may negatively impact previous gains made
before the pandemic.[12,13] Scaling up of
nPEP services is highly advocated because
many countries in SSA including Nigeria may
witness an increase in the incidence of non-
occupation HIV exposure, due to the high
prevalence of HIV infection in developing
countries, declining economic fortunes, the
inadequacy of healthcare facilities, internal
conflicts, and a surge in violent crimes
such as terrorism, banditry, kidnapping,
and gender-based violence including sexual
assaults.[12,13]

To efficiently reduce seroconversion and
transmission following HIV exposures,
nPEP should be encouraged for all high-risk
exposures. High-risk exposure is defined
as exposures in which post-exposure
prophylaxis is indicated. The timely and
proper use of nPEP is very effective at
inhibiting the replication of the initial
inoculum of the virus and thereby preventing
the establishment of chronic HIV infection in
more than 80% of exposures.[14] Examples
of high-risk exposure include HIV-positive
sources, sources with unknown HIV status,
large-bore needles, large-volume body fluid
exposure, and risky sexual behaviour. In
contrast, low-risk exposure occurs when
post-exposure prophylaxis is not necessary.
This category of exposure is observed
in solid needle stick injury, superficial
exposure on intact skin, a small volume
(drops of blood) on mucous membranes or
non-intact skin exposures, and a negative
source. Even though low-risk exposures
may not need nPEP, physicians may still
prescribe ART in some cases of low-risk
due to the high prevalence of HIV in that
environment, multiple exposure sources
and consideration of a window period in the
source. Patients on nPEP should be offered
continuous counselling and support to
reduce the anxiety and psychological effects
of HIV exposure.The present study aimed at
documenting the characteristics, prevalence
and outcome, of both the exposed and
source persons,

266

delays in their time of presentations for
nPEP, ART completion rate for 28 days
and HIV status at follow-up to measure
outcome and identify deviation from the
guidelines, with a view to improving nPEP
service delivery. This can assist to improve
the quality of health care offered to HIV-
exposed individuals and emphasize the
need for nPEP providers to be proactive in
the services rendered by creating awareness
on timely presentation after exposure since
timely presentation influences the outcome.

Materials and Methods

Study design

The study was a retrospective cross-
sectional descriptive survey involving the
medical records of all the patients who
sought HIV non-occupational post-exposure
prophylaxis (nPEP) following exposures to
potentially infected body fluids between 1st
June 2011 and 31st May 2021, a period of
10 years.

Study location

The study was conducted at the Virology
Research Clinic (VRC) of Obafemi Awolowo
University Teaching Hospitals Complex
(OAUTHC), Ile-Ife, Osun State, Nigeria.
OAUTHC is a government-run specialist
centre that provides services to an ethnically
diverse population of about 8 million from
different states and geo-political zones of
the country. VRC is a clinic in OAUTHC
run by the Federal Government of Nigeria
with support from non-governmental
organizations. The clinic specializes in
providing current and multidisciplinary HIV
care including prevention, diagnosis and
treatment. All HIV services are domiciled in
this clinic for easy access to comprehensive
care.

Study population

The study population included all 143
clinic records of patients who self-reported
HIV exposure outside the occupational
or healthcare setting within the 10 years
review period from 1st June 2011 to 31st
May 2021. In the context of this review, HIV
exposure is defined as direct mucosal,
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percutaneous or intravenous contact with
potentially HIV-infected body fluids. The
inclusion criteria for this study include
non-occupational HIV exposure within the
review period, HIV negative individuals.
The exclusion criteria were clinic records
of patients with occupational exposures,
patients who were HIV positive, and clinic
records with inadequate documentation.

Data collection method and instrument
We collected data from the clinic records
of all 143 HIV-exposed persons using a
questionnaire that was specifically designed
by the investigators for the purpose of the
study. The questionnaire contained the
following information: (i) sociodemographic
data such as age, sex, occupation, marital
status, and education level, (ii) exposure
characteristics of both the patients and the
source - date and time of exposure, types of
exposure, risk of exposure, the delay between
exposure and initiation of ARVs, HIV status
of the source and patients, identity and
availability of the source (iii) antiretroviral
therapy regimen, number of days ARV was
used, (iv) follow-up HIV screening at 12 and
24 weeks.

Data analysis

Data were analysed using IBM Statistical
Package for Social Science (version 25). The
results were presented using descriptive
statistics such as frequency, percentage,
and mean. The association between
two categorical variables of interest was
determined using chi-square and the level
of significance was set at p< 0.05.

Ethical approval

Ethical clearance for the study was granted
by the Ethics and Research Committee of
the Obafemi Awolowo University Teaching

Hospitals Complex (OAUTHC), Ile-Ife.
(Registration numbers: International
- IRB/IEC/0004553, National -

NHREC/27/02/2009a). The questionnaires
and data entry were anonymous to ensure
confidentiality. The data was protected from
unauthorized individuals using a password-
protected computer.

Result

A total of 143 individuals who had non-
occupational HIV exposure sought HIV nPEP
within the review period of 10 years. Most of
the patients were females 125 (87.4%) with a
male-to-female ratio of 1: 6.9. The age range
of the patients was between 3 years and 70
years (mean age 21.40 + 9.59 SD). More than
75% of the patients were in the age group 10-
19 years and 20-29 years. One hundred and
twenty-five (87.5%) of the recruited patients
were single, 17 (11.9%) were married and 1
(0.7%) was divorced. More than half (52.4%)
of the patients had tertiary education and
2.1% had no formal education. The only
significant association was found between
the sex of the patients and the time interval
between exposure and initiation of nPEP.
Other sociodemographic data were not
associated with nPEP completion rate, follow-
up HIV screening, and delay time in initiating
nPEP. (Table 1).
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Tablel. Sociodemographic characteristics of the patients who accessed nPEP and
association with some variables

Sociodemo- Frequency Time of Initiation of ART nPEP rate of Completion Follow:up HIV
graphic profile n (%) (hours) screening
N = 143 N =143
N =143
<72 >72 Yes No Yes No
n (%) n (%) n (%) n (%) n (%) n (%)
Age (years)
0-9 14 (9.8) 10 (7.0) 4 (2.8) 8 (5.6) 6 (4.2) 3 (2.1) 11 (7.7)
10-19 48 (33.6) 40 (28.0) 8 (5.6) 31 (21.7) 17 (11.9) 8 (5.6) 40 (28.0)
20-29 60 (42.0) 53 (37.1) 7 (4.9) 45 (31.5) 15 (10.5) 14 (9.8) 46 (32.2)
30-39 17(11.9) 14 (9.8) 3 (2.1) 15 (10.5) 2 (1.4) 1(0.7) 16 (11.2)
40-49 1(0.7) 1(0.7) 0 1(0.7) 0 1(0.7) 0
50-59 2 (1.4) 2 (1.4) 0 1(0.7) 1 (0.7) 1(0.7) 1 (0.7)
60-69 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 0
70-79 1 (0.7) 1(0.7) 0 0 1 (0.7) 0 1 (0.7)
Mean £ SD 21.4 +£9.59
Statistics LR=1.130, p=0.76 LR=8.821, p=0.18 LR=8.062, p=0.21
Sex
Male 18 (12.6) 18 (12.6) 0 2 (1.4) 16 (11.2) 5 (3.5) 13 (9.1)
Female 125 (87.5) 101 (70.6) 24 (16.8) 40 (28.0) 85 (59.4) 23 (16.1) 102 (71.3)
Statistics LR= 6.749, p= 0.04 LR=4.629, p= 0.32 LR=0.814, p= 0.34
Level of educa-
tion
Primary 23 (16.1) 20 (14.0) 3(2.1) 16 (11.2) 7 (4.9) 6 (4.2) 17 (11.9)
Secondary 41 (28.7) 34 (23.8) 7 (4.9) 29 (20.3) 12 (8.4) 6 (4.2) 35 (24.5)
Tertiary 75 (52.4) 64 (48.6) 11 (7.7) 55 (38.5) 20 (14.0) 16 (11.2) 59 (41.3)
No education 3(2.1) 3(2.1) 0 1(0.7) 2 (1.4) 0 3(2.1)
Missing 1 (0.7) 1(0.7) 0 0 (0) 1 (0.7) 0 1 (0.7)
Statistics LR=7.400, p= 0.83 LR=7.548, p= 0.18 LR=1.370, p= 0.83
Marital status
Single 125 (87.5) 105 (73.4) 20 (14.0) 88 (61.5) 37 (25.9) 24 (16.8) 101 (70.6)
Married 17 (11.9) 16 (11.2) 1(0.7) 12 (8.4) 5 (3.5) 4 (2.8) 13 (9.1)
Divorced 1(0.7) 1(0.7) 0 1(0.7) 0 0 1(0.7)
Statistic LR=10.526, p=0.17 LR=1.077, p=0.99 LR=.608, p= 0.80

LR = Likelihood Ratio, SD= Standard Deviation, p= level of significance (< 0.05), Freq=Frequency

The predominant type of exposure was
sexual assault (rape), observed in 119
(83.2%). Three (2.1%) patients, while caring
for HIV-infected relatives, were exposed to
blood/blood products and body fluids. The
majority, 134 (93.7%) of the patients were
high-risk exposures while the remaining 9
(6.3%) were low-risk exposures. The identity
of the source was known in 117 (81.8%)
cases. Sexual exposures (rape) observed
from strangers, friends, family members,
and commercial drivers were 37 (25.9%), 8
(5.6%), 1 (0.7%) and 1 (0.7%) respectively.
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The HIV serostatus of the source persons at
baseline was known only in 17 (11.9%) while
the HIV statuses of the majority, 126 (88.1%)
were unknown as they were not available for
screening. Eight (5.6%) of the source persons
screened at baseline were found to be
seropositive. One hundred and forty (97.9%)
of the exposed patients who presented for
nPEP had their baseline HIV screening done.
None of them was HIV positive at baseline.
HIV status of the source, risk of exposure
and identity of the source were significantly
associated with types of exposure, (Table 2).
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Table 2. Clinical profile of the source and patients at baseline

Variables Types of exposures Statistics
N = 143 (100%)
Rapes Sharp Body fluid Other 14 Total p-values
9.8%
119 (83.2%) 6 (4.2%) 4(2.8%) ( ‘) 143
(100%)

HIV status of the
patients
Positive 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
negative 117(81.8) 6 (4.2) 4 (2.8) 13 (9.1) 140 (97.9)
Unknown 2 (1.4) 0 (0) 0 (0) 1(0.7) 3 (2.1) 0.89
HIV status of the
source*
Positive 0 (0) 1 (0.7) 1 (0.7) 6 (4.2) 8 (5.6)
Negative 6 (4.2) 1 (0.7) 1(0.7) 1(0.7) 9 (6.3)
Unknown 113 (79.0) 4 (2.8) 2 (1.4) 7 (4.9) 126 (88.1) < 0.001*
Identity of the
Source
Strangers 37 (25.9) 1(0.7) 1(0.7) 4 (2.8) 43 (30.1)
Neighbours 21 (14.7) 0 (0) 0 (0) 0 (0) 21 (14.7)
Robbers 19 (18.3) 0 (0) 0 (0) 0 (0) 19 (13.3)
Friends 8 (5.6) 1 (0.7) 1 (0.7) 8 (5.6) 18 (12.6)
Acquittances 8 (5.6) 0 (0) 1 (0.7) 1(0.7) 10 (6.9)
Patients 0 2 (1.4) 1 (0.7) 0 (0) 3 (2.1)
Family member 1(0.7) 0 (0) 0 (0) 1(0.7) 2 (1.4) < 0.001*
Drivers/Bike rider 1 (0.7) 0 (0) 0 (0) 0 (0) 1 (0.7)
Missing 24 (16.8) 2 (1.4) 0 (0) 0 (0) 26 (18.2)
Risk of exposure
High risk 114(79.7) 6 (4.2) 2 (1.4) 12(8.3) 134 (93.7)
Low risk 5(3.5) 0 (0) 2 (1.4) 2 (1.4) 9 (6.3) 0.004*

*significant level at <0.05

The median time (hours) of all patients before
seeking nPEP was 34 hours. The median
time (hours) for males and females were
24 and 38 hours respectively. Only seven
(4.9%) individuals presented within the first
two hours of exposure. The majority of the
patients, 116 (81.1%), sought nPEP within
the recommended 72 hours while 21 (14.7%)
patients presented beyond 72 hours.

One hundred and thirty-four (93.7%) and
three (2.1%) patients used three ARV
drugs of different combinations and two
ARV regimens for their nPEP respectively.
Six (4.2%) of the patients did not use
antiretroviral (ARV) even though they were
classified as high risk based on the fact that
the HIV status of the sources was unknown.
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The ARVs completion rate was 101 (70.6%)
among the exposed patients. Only 36
(25.2%) did not complete the 28-day nPEP.
The follow-up characteristics of the exposed
persons revealed that a larger proportion,
115 (80.4%), did not present for the post-
nPEP HIV screening

schedule even though 132 (92.3%) were
counselled for post-nPEP HIV screening.
The remaining 28 (19.6%) exposed persons
were screened for HIV and all were negative.
The time of initiation of ART is significantly
associated with the sex of the exposed
persons.

Table 3. Characteristics of exposed patients who received HIV nPEP

Sex n = 143 Statistics

Patients Variable Male Female Total

N=18(12.6%) N=125 (87.4%) 143 (100%) p value
Interval from HIV expo-
sure to ARVs initiation
MEDIAN (hours)(Range) 24.0 (2.0-72) 38.0 (0.0-720.0) 34.0 (0.0-720)
No ARVs 0 (0) 6 (4.2) 6 (4.2)
2 hours or less 1(0.7) 6 (4.2) 7 (4.9)
3-24 hours 9 (6.3) 50 (35.0) 59 (41.3)
25-72 hours 8 (5.6) 42 (29.4) 50 (35.0) 0.047
72 hours or greater 0(0) 21 (14.7) 21 (14.7)
ARVs regimen
No ARVs 0 (0) 6 (4.2) 6 (4.2)
AZT/3TC 0 (0) 3(2.1) 3(2.1)
AZT/3TC/EFV 2 (1.4) 26 (18.2) 28 (19.6) 0.502
TDF/3TC/EFV 7 (4.9) 51 (35.7) 58 (40.6)
ABC/3TC/EFV 1(0.7) 2 (1.4 3 (2.1)
TDF/3TC/DLT 8 (5.6) 37 (25.9) 45 (31.5)
ARVs 28 days
completion rate.
Mean * SD days ARVs 26.4 £ 4.53 23.09 £ 7.76 23.52 £ 7.50
were used
No ARVs 0 (0) 6 (4.2) 6 (4.2) 0.323
Incomplete ARVs 2 (1.4) 34 (23.8) 36 (25.2)
Complete ARVs* 16 (11.2) 85 (59.4) 101 (70.6)
Adherence counselling
Yes 18 (12.6) 114 (79.7) 132 (92.3)
Not documented 0 (0) 11 (7.7) 11 (7.7)
Follow-up HIV status at
3 and 6 months.
Positive 0 (0) 0 (0) 0 (0)
Negative 5 (3.5) 23 (16.1) 28 (19.6) 0.349
Unknown 13 (9.1) 102 (71.3) 105 (80.4)

ARVs — Antiretrovirals, AZT- Zidovudine, 3TC — Lamivudine, EFV — Efavirenz,

TDF - Tenofovir, ABC — Abacavir, DLT — Dolutegravir.
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Figure 1 shows the trend in the yearly
distribution of the patients that presented
for HIV nPEP during the study period. There
was a progressive rise in the trend of nPEP

utilisation among patients presenting with
non-occupational exposure between 2011
and 2021. However, the year 2019 to 2021
showed a slight increase in nPEP utilisation
after a decline in 2014

YEARLY DITRIBUTION OF PATIENTS WHO SOUGHT nPEP

10.0% |

T5% |

Percent

25% |

2011 2012 2013 2014 2015 2016

2017 2018 2019 2020 201

Years of exposure

Figure 1. Trend in the yearly distribution of the patients who presented for
non-occupation post-exposure prophylaxis.

Discussion

The nPEP has become part of the standard
of care in recent times when an individual
is exposed to potentially HIV-contaminated
body fluids outside the healthcare setting.
Several studies, mostly from outside this
environment, have demonstrated that
timely and correct use of nPEP is effective
at preventing HIV seroconversion among
exposed persons.[9,14-16] Although data
with proven efficacy from animal studies,
exposed healthcare workers and prevention
of maternal-to-child transmission are
common in developed nations,[16,17] only
a few exist to support the effectiveness of
post-exposure prophylaxis in Nigeria and
other parts of Africa.[9,10]

This study showed that the females sought
nPEP more than their male counterparts.
[18,19] This could be due to the fact that
rape accounted for most of the exposure
types (83.2%). Another reason for the high
preponderance of females may also be
due to better female healthcare-seeking
behaviours.[20] This finding is similar to
that reported from Nigeria and Yaoundeé,
Cameroon, which belongs to the same
geographical spread of West Africa.[9,18,19]

In contrast to the present study, Western
countries show male predominance among
those seeking nPEP,[16,21] probably
because most of the patients in the western
studies were men who have sex with men
(MSM). The poor health-seeking behaviour
of MSM in Africa and disclosure issues in
order to avoid being stigmatised may also
account for more females seeking nPEP.[15]
Besides, before the widespread availability
of ART for nPEP, preference was given to
high-risk exposures like unprotected anal
sexual exposure making most data in
western countries skewed towards males.

The mean age of exposed patients was 21.4
years (SD = 9.59). This mean age is similar
to the previous studies reported among
Nigerian patients in which the majority
of the patients were in their third decade.
[6,10] The highest number of patients were
within the age group 20-29 years and 10-
19 years, single and students of which the
majority were females. This observation was
not surprising because the former age group
falls within the sexually active population
and the latter were children or adolescents
who were vulnerable groups exposed to a lot
of sexual assaults like
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rape and gender-based violence which are
quite rife in Nigeria.[22,23] The vulnerability
of the females and younger age group to
HIV exposure is quite disturbing from
this study as evidenced by the source
identity in which sexual assaults were also
reported among family members, friends,
commercial drivers and strangers.[23]
Patients seeking HIV nPEP, especially when
it occurred among family members, will
need continuous counselling, psychological
support and emergency contraceptives to
prevent pregnancy.[24]

The males tend to present earlier for nPEP,
almost by half as much time interval as
their female counterparts. This is similar to
the previous study from Nigeria where early
presentation of males was also documented.
[10] The late presentation of the female is
not surprising because the majority of the
patients seeking nPEP were rape cases
who rarely reported to avoid shame and
stigmatization by the public.[10] Many of
these rape cases also undergo prolonged
delays at the hands of law enforcement
agents and legal processes that contribute to
late presentations by the females.[10] Other
factors contributing to delay presentation
for nPEP among exposed females have been
attributed to their dependence on males
for assistance and approval before seeking
legal redress and medical care for their
HIV exposures, especially when the source
person is a male, as in sexual assault.[10]

Nevertheless, it is heart-warming to note that
majority (85.3%) of the patients presented for
nPEP within the first 72 hours of exposure
as recommended by the Nigerian National
Guidelines for HIV Prevention Treatment
and Care.[24]| The high presentation within
the first 72 hours, has been reported in
earlier studies on nPEP [10,25] which may
be a reflection of better awareness in the
community. However, a study focusing
on awareness and knowledge about nPEP
needs to be carried out to ascertain this
assumption. Regrettably, less than 5% of
patients presented within the first 2hours
which is the optimum time for maximum
benefit from nPEP.[26,27]
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The few patients who presented beyond
the recommended 72 hours were also
given nPEP. These prescription practices
are in line with Nigeria’s guidelines
Nigeria’s guidelines in cases of unknown
HIV status of the source, which the
guideline stipulates should be assumed to
be positive.[24] Other considerations for
giving nPEP beyond 72 hours are the high
prevalence of HIV in sub-Sahara Africa
(Nigeria inclusive), high level of high-risk
exposures and the assumption that the
source may be a new infection and still be
in the window period of seronegativity.[24]
It is important to encourage and intensify
source persons’ baseline HIV screening
to avoid inappropriate ART prescriptions
and wastage in the exposed person. This
study reveals a high completion rate of the
prescribed ART regimen among the patients
that were offered nPEP. The high proportion
of adherence to nPEP is most likely due to
proactive phone calls to patients to ensure
completion of the recommended 28 days.
This method of assessing adherence to
nPEP by self-reporting may be biased as
the patients may not tell the absolute truth
about their ART completion rate.

Another reason for the high completion
rate may also be partly due to the high
level of adherence counselling (92.3%) at
the first visit. Despite the robust adherence
counselling at the first visit, only 28
(19.6%) returned physically for follow-
up HIV screening at 3 and 6 months and
none of them seroconverted. Low follow-
up and post-nPEP HIV screening have
been reported in previous studies across
sub-Sahara Africa (SSA).[6,10,16,28] The
poor follow-up has been attributed to
issues of psychological factors, the uneven
spread of clinics offering HIV and nPEP
services, distance facilities and the issue
of confidentiality if seroconverted.[16|The
progressive increase observed since 2011
was interrupted in 2014 but the reasons for
this were not known (Figure 1). Ever since
then, there had been a steady increase
which may be a reflection of increasing
awareness,
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more availability of HIV services and probably
better coordinated nPEP referral system.
The increased number of nPEP seekers
observed in 2019 onward may be partly due
to the Covid-19 pandemic lockdown when
there was a dramatic increase in sexual and
gender-based violence against vulnerable
groups, who were mostly females.[12,29]

One of the limitations of this study is the
low baseline HIV screening of the sources
which was only reported in seventeen
patients. Sadly, close to half of these sources
screened for HIV were positive, indicating the
possibility of missing a lot of positive cases
among the cohorts of the sources. Another
limitation of this study is the poor follow-
up visits and incomplete records of nPEP
seekers which made it difficult for us to
provide data about other important aspects
of nPEP like ARVs toxicity, reasons for not
completing 28 days of ARVs, post-nPEP
HIV status and also measure outcomes of
all the patients at 3 and 6 months.[26,28]

Conclusion

This study provides robust information
about the characteristics of the HIV-exposed
and source individuals as well as some of the
key challenges mitigating having effective
nPEP services, like delayed presentations,
incomplete data, high follow-up dropout,
inadequaciesin adherence to ART and gender
differences in nPEP utilisation. To stem
the tide of these obstacles, we recommend
proper HIV exposure risk assessment,
proper documentation of cases, adherence
to the 28-day standard regimen for nPEP and
follow-up visits. More proactive measures
should be adopted to make nPEP services
more available among the sources persons
and also scale up the number of sources
screened for HIV.[16] Public awareness,
education and information about nPEP are
highly desirable,[24] and should be made
readily available to the populace, especially
the most at-risk groups. We also recommend
further studies to identify some other
factors responsible for delay in presentation
as well as default from care to enable the
development of effective

strategies to address these major challenge
that could potentially negatively impact the
smooth running of the nPEP services in this
environment.
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