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Uniquely South African:  Time to consider offering HIV-
positive donor kidneys to HIV-infected renal failure 
patients?
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Kidney transplantation has been established as the most 
effective form of renal replacement therapy from a cost and 
quality of life perspective in the developed world.  The first 
year after the transplant can be more expensive and may have 
a slightly higher mortality, but after the first year, expected 
survival  is 10 - 15 years longer than in patients on dialysis, 
and the intervention is significantly cheaper.1-3 While cost-
effectiveness in the developing world is less well described, the 
renal transplant programme in South Africa has a long history, 
with expansion in the last decade driven from the private 
sector.  

HIV infection was an absolute contraindication to organ 
transplantation throughout the world before the advent of 
antiretroviral therapy (ART).  In recent years, encouraging 
immunological and clinical outcomes with ART have meant 
that in some international centres renal transplantation has 
been performed on HIV-infected patients with end-stage 
renal failure who fulfilled specific pre-transplant criteria. 
One- and 3 - 5-year survival data have shown that both graft 
and patient survival in HIV-infected patients is comparable 
to that in the HIV-negative transplant population, in spite 
of a higher number of acute rejections.4,5 The transplant 
guidelines of the National Department of Health in South 
Africa have subsequently removed HIV as a contraindication 
to organ transplantation.  ART adherence is onerous, at least as 
demanding as adherence to transplant drugs. HIV patients on 
successful ART, a precondition for transplant, are theoretically 
ideal transplant patients, with objectively demonstrated 
medication adherence pre-transplant. Furthermore, they are 

already in a system of monitored health care, and are generally 
younger than other chronic renal failure patients, making them 
better surgical candidates. This change in the guidelines, while 
expanding health care access, has created additional demand 
for dialysis and transplantation, as HIV is in itself a common 
cause of end-stage renal failure.  However, anecdotal reports 
suggest that the new guidelines are not yet being implemented 
in South Africa, owing to concerns about already limited 
dialysis and transplant resources.

The number of donated organs is the primary limiting 
factor in meeting transplantation needs in South Africa, as 
in most countries. This is compounded by the fact that the 
cadaver donor pool has a very high HIV infection rate. These 
HIV-infected kidneys would almost certainly infect any HIV-
negative recipient, and are not harvested.  In well-resourced 
countries, HIV infection in the general population is very low, 
and few organs are lost. This unharvested pool represents 
28.1% of deceased donors reviewed at one Wits University-
affiliated hospital in Johannesburg in the past year.

South Africa is therefore unique – it provides transplant 
services, including to HIV-positive people, yet loses a large 
proportion of the donor pool.  Could HIV-positive kidneys be 
transplanted into HIV-positive recipients? The idea is enticing 
– a significant number of patients could receive transplants, 
and donor kidney supply could be maximised.  Dialysis 
slots, currently at a premium in the state sector, would be 
freed.  Patients in ART programmes could receive screening 
for kidney disease, monitoring and early intervention, and 
those progressing to end-stage renal disease could be rapidly 
transferred for renal replacement therapy.

There are several theoretical considerations before HIV-
infected cadaveric donor kidneys are used in this way.

1.   Transmission of different strains of HIV from the infected 
kidney to the recipient may occur. There is concern that 
superinfection with a different clade or subtype of virus may 
have negative consequences.6 However, ART is very effective in 
suppressing all clades of virus, and will probably suppress any 
acquired drug-sensitive superinfection.

2.   Transmission of drug-resistant virus to the recipient may 
occur. This is plausible, although drug-resistant virus in the 
community, and even among those on ART, is still unusual in 
South Africa. 
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3.   Inoculation with opportunistic infections present within 
the donor kidney, especially tuberculosis, may occur. Again 
this is very plausible, and may be significant in the context 
of additional immunosuppression. Having said this, routine 
chemoprophylaxis against infections such as tuberculosis 
and pneumocystis pneumonia is standard practice after a 
transplant. In addition, biopsies at implantation should be 
standard of care.

4.   Donated HIV-positive kidneys may have HIV-linked 
lesions, and may not be as robust as HIV-negative kidneys. 
This again is possible, although in some studies HIV-infected 
patients have been allocated ‘marginal’ kidneys and graft 
survival was not compromised.7 Simple tests such as screening 
for proteinuria and renal biopsy at the time of transplantation 
may alert clinicians to underlying renal disease in the donor. 
Transplanting kidneys from other ‘high-risk’ groups, such as 
hypertensive and diabetic donors, is more accepted by the renal 
transplant community now than in the past.8 All HIV-infected 
recipients would continue to receive ART after transplantation, 
which effectively prevents opportunistic illness and progression 
of HIV-related kidney disease.

In the case of HIV-positive living donors wanting to donate 
to an HIV-positive family member the issue is also complex, as 
the ‘natural history’ of HIV has been so changed with ART, and 
the impact of HIV and ART on kidney function over decades is 
unknown.

All these risks are unquantifiable at present. The dilemma 
that ensues is whether, in the face of the dire shortage of donor 
kidneys, HIV-positive patients requiring transplants should be 
exposed to these unquantifiable risks. Would receiving a kidney 
quickly from an HIV-positive donor outweigh the present harm 
associated with delayed transplantation?  Should HIV-positive 
patients be involved in making these determinations, or should 
this be limited to health practitioners and policy makers only? 
And when health practitioners deny patients these kidneys, on 
the basis of perceived unknown risks, are they then not guilty 
of unjust paternalism?

This approach is fraught with ethical complexities, 
particularly in the context of justice. In the case of renal 
transplantation, the concept of justice hinges around fair 
distribution and equity. It would be unethical to insist that HIV-
positive recipients be limited to receiving organs from HIV-
positive donors, with the level of medical uncertainty described 
above.  Theoretically, HIV-positive potential recipients could 
be asked whether, if they were offered a HIV-positive donation 

listing them on a separate allocation programme dealing with 
HIV-positive donors only, they would be willing to accept this 
uncertainty or possible risk. This approach could be viewed 
as a double-edged sword: They are offered the opportunity 
to receive a transplant at an earlier date than they would 
otherwise receive on dialysis. This in itself could represent a 
significant survival advantage, but then they could be exposed 
to the unknown medical risks listed above. As long as the 
patient makes an informed decision with all the facts and 
uncertainties clearly explained, the principle of autonomy and 
informed consent would be fulfilled. Paradoxically, too, this 
approach may mean that HIV-positive recipients would initially 
enjoy more access to organs than those who are uninfected.  
This in itself would not be problematic in terms of utilititarian 
considerations whereby utility would be maximised for the 
HIV-positive group. Health care to HIV-positive patients has, in 
the main, taken back stage in this country. These patients have 
suffered discrimination, stigmatisation and stereotyping. Justice 
may require a remediation of these past injustices by according 
new opportunities to this group that has been so unfairly 
treated. While offering equal opportunity to HIV patients, this 
approach is still limited by the number of donors.

These issues deserve serious scrutiny – it is unlikely that any 
other large country is in the same position, offering a transplant 
service in the midst of a generalised HIV epidemic.  Research 
is needed, and probably a good starting point would be to 
ask potential HIV-positive transplant recipients whether they 
would accept an HIV-infected kidney with the unknown level 
of risk described above.  Exploration of transplanting kidneys 
from HIV-infected donors must be done within a tightly 
controlled research setting.
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