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Successful kidney transplantation after COVID-19 infection
in two cases
Trasplante de riñón exitoso después de la infección por COVID-19 en
dos casos

Dear Editor:
We hereby report two successful kidney transplants done
during the pandemic of COVID-19. The first case was a
44-year-old male chronic kidney disease stage 5 secondary
to diabetic nephropathy on haemodialysis, with left arteriovenous fistula as vascular access, who presented with
myalgias for one day. There was no associated cough, sputum, fever or loss of smell. He was diagnosed to be positive for
COVID-19 reverse transcriptase polymerase chain reaction
(RT-PCR, cobas® SARS-CoV-2 test, Roche Diagnostics). Subsequently, he was diagnosed to have COVID-19 pneumonia
(Fig. 1) and was treated for same with dexamethasone, oxygen support (oxygen saturations 87% at the time of oxygen
initiation) and other symptomatic treatment. He improved
clinically and was tested negative for COVID-19 PCR twice
over next two weeks. Subsequently, serum IgG titres against
SARS-CoV-2 (done at 2 weeks after the initial diagnosis) by
chemiluminescence enzyme immunoassay (CLIA, CPC Diagnostics) were positive. A deceased donor kidney was offered
and a calculated and explained risk was taken considering
his recent recovery from COVID-19 pneumonia and the severe
nature of his condition. The patient underwent a successful deceased donor kidney transplant after 4 weeks of initial
diagnosis of COVID-19 with a negative pre-operative RT-PCR
for SARS-CoV-2 and did not require any additional dialysis post-transplant. Basiliximab induction with triple drug
immunosuppression consisting of prednisone, tacrolimus and
mycophenolate mofetil was used. His post-operative period
was uneventful and was discharged with a good graft func-

tion. He remains well at last updated follow-up of 15 weeks
(at the time of writing this report) post-transplant with an
eGFR of 91 ml/min/1.73 m2 (Fig. 2). His current daily immunosuppression included prednisolone 10 mg, mycophenolate
mofetil 1500 mg and tacrolimus 7 mg. The second case was
a 35-year-old female, on haemodialysis and was being worked up for live related kidney transplant, with her sister as
prospective donor. Unfortunately, both the donor and the recipient developed fever, sore throat, myalgia and tested positive
for COVID-19 by RT-PCR. Luckily, the disease course was not
severe, and they only required quarantine and symptomatic
treatment. Both donor and recipient were negative for COVID19 RT-PCR done at 1, 2 and 6 weeks. However, both of them
were positive for IgG titres against SARS-CoV-2 (by CLIA) at
6 weeks. A laparoscopic left kidney donor nephrectomy was
then performed followed by a successful graft anastomosis.
Induction was not given and standard triple drug immunosuppressive regime was prescribed. Post-operative period was
uneventful and graft functions remained good at the last
follow-up (at 14 weeks, at the time of writing this report, eGFR
of 83 ml/min/1.73 m2 ) (Fig. 2). Her present immunosuppression
included prednisolone 10 mg, mycophenolate mofetil 1500 mg
and tacrolimus 3 mg daily.
COVID-19 has brought about a complete stand still of transplant programmes across the globe.1,2
Dialysis and transplant population are both subject to
morbidity and mortality from COVID-19.3 As a result, there
is a dilemma if transplants should be undertaken or not.
Guidelines regarding the indications and timing of kidney transplants during this pandemic lack good evidence.4
The current guidelines of our country do not recommend
COVID-19 positive live donor and are silent on COVID-19 infec-
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Fig. 1 – Computerized tomography of chest- lung window
(axial section) showing patchy consolidation and ground
glass opacities in bilateral lower lobes suggestive of viral
pneumonia.

tion in prospective recipients.5 They also fail to give timelines
for sequential retesting in these individual. We feel that these
guidelines need to be updated in view of rapidly evolving
transplant scenarios. A certain subset of dialysis patients do
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not do well on dialysis or may even die, owing to a lack of transplant. To support these patients, most of the centres offering
transplant programmes continue to do so by keeping in mind,
their infrastructure to deliver quality service and their medical
capacity.
In the current scenario, there is little to no data on the
appropriate management of dialysis patients and ideal waittimes for transplant surgeries for those who have recovered
from COVID-19. Till date, there is only one documented case
of deceased donor transplant in medical literature, wherein a
28-year-old woman underwent kidney transplant after recovering from COVID-19.6 In this case, wait time for transplant
after initial diagnosis of COVID-19 was 6 weeks and RT-PCR for
SARS-CoV-2 was negative twice in third week as well as preoperative. Her renal functions were reported to be normal at
60 days post-transplant.
We herein report two cases of kidney transplant after recovery from COVID-19 infection, one of which was a laparoscopic
live donor kidney transplant. Ironically, the donor and the recipient both were positive for SARS-CoV-2. This is the first case
report of a successful live renal transplant where both recipient and donor had COVID-19 infection. The other patient is
the first reported patient in the world with COVID-19 pneumonia who underwent kidney transplant after recovery from
pneumonia. Both cases were negative for COVID-19 at the time
of transplant. Transplant nephrologists have a challenging
task to choose the ideal patient who deserves a timely transplant during this pandemic. They also have the responsibility
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Fig. 2 – Conceptual timeline depicting course from initial diagnosis of COVID-19 to kidney transplantation and most recent
follow-up of both recipients (labelled in red) and live donor to second recipient (labelled in purple). (abbreviations: S- in the
box refers to days with symptoms, DDTx: deceased donor transplant (recipient 1), eGFR: estimated glomerular filtration rate
in ml/min/m2 ).
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to prevent and treat COVID-19 in these recipients. COVID-19
is expected to continue for months from now with no definite
cure or effective vaccine in immediate future. Kidney disease
can be more deadly than COVID-19 itself in some patients.
The balancing act of transplant and immunosuppression in
the era of COVID-19 will be an uphill task for the Nephrology
community with more lessons to be learnt.
Consent: Informed and written consent has been taken
from both patients.
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El reentrenamiento programado reduce la tasa de peritonitis
en diálisis peritoneal
Scheduled retraining reduces the rate of peritonitis in peritoneal
dialysis

Sr. Director:
La peritonitis es una complicación frecuente e importante
en diálisis peritoneal (DP), además de una causa de morbimortalidad y transferencia del paciente a hemodiálisis. Cada
programa de diálisis debe conocer y monitorizar su tasa de
peritonitis. Las directrices de la Sociedad Internacional de DP
han citado una tasa global objetivo de 0,5 episodios/año. Establecer protocolos apropiados es esencial para estandarizar la
práctica clínica y conseguir los mejores resultados clínicos
posibles1,2 .
En la DP es muy importante la prevención para reducir la
tasa de peritonitis3 . Se ha sugerido que el reentrenamiento
puede reducir el riesgo de peritonitis. Las tasas de peritonitis
son significativamente más bajas en los centros que realizan
reentrenamiento comparados con los que no lo realizan, sobre
todo, con el reentrenamiento se consiguen reducir las peritonitis causadas por gérmenes Gram-positivos4 . Se ha publicado
recientemente un ensayo aleatorizado multicéntrico en el que

se incluyeron 671 pacientes de distintos países que tenía como
objetivo analizar la relación existente entre EL reentrenamiento y la tasa de peritonitis. En él, el riesgo relativo en la
tasa de peritonitis fue de 0,93 (IC 95%: 0,75-1,16)5 .
En nuestro hospital, nos planteamos como objetivo de
calidad mejorar nuestra tasa global de peritonitis. Para ello,
decidimos desde el año 2014 reentrenar a todos los pacientes.
El personal de enfermería es el responsable del reentrenamiento, se lleva a cabo a los 30 días de inicio de la diálisis
domiciliaria, después de cada episodio de peritonitis u hospitalización prolongada, ante cualquier otra interrupción en
la DP y, además, periódicamente cada 6 meses. El reentrenamiento incluye la reeducación de los procedimientos de
lavado de manos, conexión, control de infecciones, riesgos
de contaminación y aplicación de medicación intraperitoneal.
Como nuestra tasa no mejoraba, a pesar de que aparentemente se realizaban los reentrenamientos, desde el año
2016, se instaura el reentrenamiento periódico cada 6 meses
como indicador para conseguir el objetivo principal, reducir la
tasa de peritonitis, basándonos en la mejora continua de cali-

