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The prevalence of HIV-infection among patients with end-stage organ failure is low (0.5% 
among ESRD patients in Europe) but with wide regional variation (2.5% of ESRD patients at 
Guy’s). Most patients are young males of black ethnic origin and only a third of patients get on 
to the transplant waiting list (1). Short-term outcomes for kidney and liver transplantation from 
HIV-uninfected donors for carefully selected HIV-infected patients are encouraging, with graft 
survival rates equivalent to those for higher risk kidney transplants (2) and for deceased donor 
liver transplants from non-HIV-infected donors (3). There are case reports from the US 
describing positive outcomes for heart, lung and kidney-pancreas transplantation in HIV-
infected patients (4). This paper explores the options of using organs from HIV-infected donors 
for these individuals. HIV-infection is currently regarded as an absolute medical contra-
indication to organ donation by most transplant centres. Advances in clinical care for patients 
with HIV, increasing waiting times and reports of organ donation from HIV-infected (but ARV-
naïve) individuals in South Africa (5) require re-examination of this position.  
 
 
1. Sizing up the opportunity:  
(Data courtesy of William Hulme and Joanne Allen, Statistics and Clinical Audit, NHSBT) 
In the two year period between 1 April 2010 and 31 March 2012, there were 106 potential 
donors who were known to be HIV positive recorded through the Potential Donor Audit. 51 of 
these possible donors had no additional absolute or relative contraindication, and furthermore, 
40 of these had no ‘other’ contraindications. 
 
Fifteen (14%) of the 106 potential donors were known to be on the Organ Donor Register. The 
potential donors were relatively young (72% aged < 49 years in comparison with 40% among 
all UK deceased donors).  
 
 
2. Ethical considerations (adapted from ref 4) 
 
There is a balance of risk and benefit that must be weighed on a case by case basis. The duty 
to expand transplant access for all patients must at the same time be balanced against the risk 
of harm to the recipient from super-infection with a new strain of HIV versus the risk of harm of 
a continued wait for a lower risk organ.  
 
 Principle Context Implication 

Beneficence Expansion of organ 
donor pool with 
particular benefit to 
black recipients 

Change in custom and practice for 
UK transplanting centres 

Recipients 

Non-
maleficence 

Complications of 
transplantation with a 
HIV+ organ (see 
below) 

- Informed consent required at the 
time of listing and at the time of 
transplantation.  
- Restrict to experienced centres 
supported by observational study to 
assess outcomes 

Donors Justice HIV+ individuals 
already uniquely 
stigmatised 

HIV infection to be treated in the 
same way as any other transmissible 
infection 
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3. Clinical considerations (adapted from ref 4) 
 
There are important challenges for donor selection as well as for recipient informed consent 
and patient management. Relevant donor information about history of opportunistic infection 
and HIV genotype may not be available within the time-frame of donor work-up.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Concern Context Implication 

Possible recipient super-
infection with recombinant virus 
or virus from a different clade 
with loss of virological control or 
transmission of viral resistance – 
this may be unfeasible to 
characterise prior to donation 

- Accept donors who are fit but 
ARV-naïve or with well-controlled 
non-resistant virus 
- Document (where possible) 
genotypic testing to confirm lack of 
resistance 
- Include risk of transmission of 
viral resistance in recipient 
counselling and consent 

Possible opportunistic infection 
in donor – CD4 count could be 
surrogate marker for this  

- Include risk of transmission of 
opportunistic infection in recipient 
counselling and consent 

Donor risk 
stratification 

Co-infection with HCV Poorer outcome likely so co-
infected donors should not be used 
until more experience of HIV+ 
donors 

Organ rejection HIV+ recipients have higher risk 
of AR 

Possibility of HIV+/+ recipients 
having still higher risk – needs to 
be addressed as part of informed 
consent 

Organ damage by 
HIV 

HIV infection can cause organ 
damage, e.g. higher risk of CKD 
in HIV+ individuals 

- Possibility of damage to donor 
organ – needs to be addressed as 
part of informed consent 
- Consider pre-implantation organ 
biopsy to detect donor disease 

Unintended 
transplantation into 
HIV- recipients 

Small risk of misallocation and 
transmission of HIV to 
uninfected recipients 

Should be minimised under current 
patient  selection and organ 
allocation policies 

Medication 
interactions 

Possible interaction between 
donor ARV and recipient 
immunosuppression 

Counselling and close observation 
of organ recipients for changes in 
IS levels 
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4. Recommendations:  
 
i) Given these risks, transplantation using organs from HIV-infected individuals should first take 
place using organs from donors with well-controlled HIV and no history of virological failure or 
drug resistance, preferably those with stable and well-characterized HIV infection (HIV viral 
load < 50; CD4 count > 200) for a substantial period (at least 6 months) prior to brain injury, 
and information about the donor virus, (such as historical genotype patterns where possible 
and current viral load) should be obtained. These restricted criteria could be relaxed over time if 
outcomes among recipients are favourable, and/or better antiretroviral therapies become 
available. 
 
ii) Transplantation using organs from HIV+ donors should be undertaken in the context of well-
resourced studies that compare the risk of transplantation using HIV+ organs with outcomes for 
candidates who remain on the waiting list, rather than with transplant outcomes for recipients of 
non-HIV+ organs.  
 
iii) Recipients should be counselled and give informed consent both at the time of listing and at 
the time of transplantation.  
 
iv) HIV+ organ use should be restricted to those centres that have experience in transplanting 
HIV+ patients.   
 
v) NHSBT would need to investigate and confirm any unintended transmission of HIV into 
recipients through allocation errors.  
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