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Dear Editor,
Transplant volumes decreased significantly during the 

first months of the COVID-19 global pandemic, followed 
by a shift in the standard of care of transplant medicine 
[1]. It has become widely accepted to rigorously screen 
and test donors and recipients for COVID-19 before pro-
ceeding with transplant. Discarded kidneys due to posi-
tive COVID-19 testing in potential donors are a new chal-
lenge for transplant centers. The emerging vaccines and 
lines of therapy have given us tools that could be utilized 
to rebalance the shift in practice and maximize organ uti-
lization [2].

In this letter, we present 2 cases of kidney transplanta-
tion from a COVID-19-positive deceased donor. The first 
recipient was a 40-year-old female who was vaccinated 
with two doses of mRNA-1273 vaccine 5 months before 
transplant. The second patient was a 41-year-old male 
without a prior COVID-19 vaccine; he had a natural in-
fection with COVID-19 about 10 months prior to trans-
plant, and the antibody was positive for anti-nucleocap-
sid IgG at the time of transplantation. Both recipients had 
negative SARS-CoV-2 nasopharyngeal swab PCRs prior 
to transplantation, and both received induction with an-
tithymocyte globulin 5 mg/kg.

Both recipients received their transplanted kidneys 
from the same donor, who tested positive by RT-PCR for 
COVID-19 from a nasopharyngeal swab 3 days prior to 
procurement. The cobas® Liat® PCR SARS-CoV-2 sin-
gle-cycle threshold (CT) value was 31.7 (for the labora-
tory, a CT of <38 is considered positive). On the following 
day, the donor’s bronchial washing was negative. At the 
day of procurement, repeated PCR from a nasopharyn-
geal swab was negative, and the COVID-19 antibody was 
positive for anti-nucleocapsid IgG (AbbottTM ARCHI-
TECTTM). The donor cause of death was head trauma with 
a terminal serum creatinine of 0.3 mg/dL. Chest imaging 
did not demonstrate COVID-19 pneumonitis.

Both recipients had an appropriate renal allograft 
function. Casirivimab 600 mg and imdevimab 600 mg 
were administered 24 h after the last dose of antithymo-
cyte globulin. Both recipients demonstrated no signs or 
symptoms of COVID-19 infection during their hospital-
ization and were instructed to maintain 14 days of CO-
VID-19 exposure precautions postdischarge. At 16 weeks 
from transplant, both patients had no symptoms of CO-
VID-19 infection.

SARS-CoV-2 RNA has been detected in several organs 
including kidney, but there was no proof of infective virus 
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in extrapulmonary organs. A recent paper documented 
no proof of productive infection of extrapulmonary or-
gans in reviewing 100 citations [3]. Our 2 cases are con-
sistent with a recent study that reported 10 kidney trans-
plants from 5 deceased donors with new detection of 
SARS-CoV-2 RNA. All 10 recipients were free of symp-
toms of infection at 8–16 weeks of follow-up [4]. The use 
of casirivimab and imdevimab has been approved for 
postexposure prophylaxis for COVID-19, but they have 
not been utilized for posttransplant surgery exposure [5].

These 2 cases may broaden the scope of accepting or-
gans from COVID-19-positive deceased donors. The kid-
neys were accepted for transplant because there were no 
extrapulmonary manifestations of COVID-19, and there 
was no compromise of the renal function as evidenced by 
low terminal creatinine. After transplantation, the do-
nor’s CT value of the SARS-CoV-2 PCR was obtained 
from the laboratory to assess for the viral load. In the con-
text of the donor’s clinical scenario, the CT value was in-
terpreted to reflect either a resolving infection or an infec-
tion with low viral burden, which reinforced the decision 
to use casirivimab and imdevimab for immediate post-
transplant prophylaxis while following the standard CO-
VID-19 screening protocol. For future COVID-19-posi-
tive organ offers, we propose that it may be beneficial to 
obtain the CT values to further assist in the posttransplant 
strategy. While we are not sure if the monoclonal anti-
bodies did offer any benefits here, we think that this re-
port may throw light on its potential use in posttransplant 
surgery prophylaxis. As new variants of COVID-19 con-
tinue to emerge, it will be important to adhere to the up-
dated recommendations with the choice of the appropri-
ate postexposure prophylaxis agent, for example, sotro-
vimab is the monoclonal antibody of choice against the 
Omicron variant. If approved for postexposure prophy-
laxis, new oral antiviral agents, such as nirmatrelvir/rito-
navir and molnupiravir, may also be adapted with special 
attention to potential interactions with immunosuppres-

sive therapy to the practice of posttransplant postexpo-
sure prophylaxis [6]. Further studies are warranted to ex-
amine the benefits of such practice.
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