
Handout 25: WHo guidelines for prevention of unWanted pregnancies, Hiv and sexually trans-
mitted infections in case of sexual violence

EmErgEncy contracEption

Health are professionals should offer emergency contraception to survivors of sexual assault, based on the follow-
ing guidelines:

 » Emergency contraception should be initiated as soon as possible after the assault. It is more effective if given 
within 3 days but can be given up to 5 days (120 hours).

 »Health-care providers should offer levonorgestrel (recommended: single dose of 1.5 mg). 
 » If levonorgestrel is not available, the combined oestrogen–progestogen regimen may be offered, along with 

anti-emetics to prevent nausea, if available.
 » If oral emergency contraception is not available and it is feasible, copper-bearing intrauterine devices (IUDs) 

may be offered to women seeking ongoing pregnancy prevention. Taking into account the risk of STIs, the IUD 
may be inserted up to 5 days after sexual assault for those who are medically eligible, in line with the WHO 
medical eligibility criteria (WHO 2010a).

Safe abortion should be offered in accordance with national law, if:
 

 » a woman presents after the time required for emergency contraception (5 days),
 » emergency contraception fails, or 
 » the woman is pregnant as a result of rape.

HiV post-ExposurE propHylaxis

Health care professionals should consider offering HIV post-exposure prophylaxis (HIV PEP) for women present-
ing within 72 hours of a sexual assault. Health professionals and the survivor should use shared decision-making 
in order to determine whether HIV PEP is appropriate. When discussing the HIV risk, the following factors 
should be taken into account:

 »HIV prevalence in the geographic area,
 » limitations of PEP,
 » the HIV status and characteristics of the perpetrator if known,
 » assault characteristics, including the number of perpetrators,
 » side-effects of the antiretroviral drugs used in the PEP regimen, and
 » the likelihood of HIV transmission.



If HIV PEP is used, health care professionals should:

 » start the regimen as soon as possible and before 72 hours,
 » provide HIV testing and counselling at the initial consultation,
 » ensure patient follow-up at regular intervals, and 
 » provide adherence counselling. The latter is important, keeping in mind that many women survivors of sexual 

violence do not successfully complete the 28 days of the preventive regime required in order to be effective. This 
is because HIV PEP causes nausea and vomiting, may trigger painful thoughts of the rape and may be overtaken 
by other issues in the lives of the survivors.

Two-drug regimens (using a fixed dose combination) are generally preferred over three-drug regimens, prioritiz-
ing drugs with fewer side-effects. The choice of drug and regimens should follow national guidance. It is recom-
mended that survivors of sexual violence undergo HIV testing prior to giving PEP, but should not preclude PEP 
from being offered. Persons with HIV infection should not use PEP; rather, they should receive care and antiret-
roviral therapy.

post-ExposurE propHylaxis for sExually transmittEd infEctions:

Health care professionals should offer women survivors of sexual assault post-exposure prophylaxis for the follow-
ing sexually transmitted infections:

 » chlamydia,
 » gonorrhoea,
 » trichomoniasis, and
 » syphilis, depending on the prevalence.

The choice of drug and regimens should follow national guidance. In order to avoid unnecessary delays, presump-
tive treatment is preferable to testing for STIs; therefore, testing prior to treatment is not recommended.

Hepatitis B vaccination without hepatitis B immune globulin should be offered according to national guidelines. 
Health care professionals should take blood for hepatitis B status prior to administering the first vaccine dose. If 
immune, no further course of vaccination is required. 

Source: WHO 2013, Rec. 13-20


