
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



High acceptance rate of COVID-19 vaccination in liver transplant
recipients

To the Editor:
We read with great interest the article by Cornberg et al., recently
published in the Journal of Hepatology, reporting the European
Association for the Study of the Liver (EASL) position on the use
of coronavirus disease 2019 (COVID-19) vaccines in patients
affected by chronic liver diseases, and in particular in liver
transplant recipients.1 Indeed, despite evidence suggesting that
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2)
infection is not associated with an increased risk of death in
patients who received a liver transplant, these patients more
frequently required ICU admission and invasive-ventilation
compared to matched controls, and therefore do represent a
subset of patients that can be considered especially frail, and at
high-risk of severe complications of COVID-19.2 Actually, the
EASL position paper suggests that the benefit and potential
risks of vaccination against COVID-19 should be weighed indi-
vidually, and that patients with additional risk factors for severe
complications, such as advanced age and comorbidities, should
be prioritised.1,3 Furthermore, the registration studies of the
various vaccines against COVID-19 approved by the EMA and
FDA did not include patients who had received solid organ
transplantation or immune-suppression, and therefore neither
the efficacy or safety of the available COVID-19 vaccines have
been described in liver transplant recipients, nor can a particular
type of vaccine be suggested on a sound basis for these pa-
tients.4–6 Lastly, there is recent evidence that the
immunogenicity of vaccines against COVID-19 is lower in liver
transplant recipients compared to healthy controls, and that
age, lower glomerular filtration rate, and enhanced immune-
suppression are predictors of poor response to vaccination.7

Taking all these considerations into account we wondered
how the proposal of vaccination against COVID-19 would be
received by liver transplant recipients, given the evidence
recently provided by a global survey showing that the overall
proportion of individuals willing to receive vaccination against
COVID-19 in the general population was 71.2%, with a range
between 55% and 90%.8 Thus, we evaluated the candidacy for
COVID-19 vaccination in 283 patients who underwent liver
transplantation at our liver transplant centre. The COVID-19
vaccination program for liver transplant recipients was carried
out using an mRNA-based vaccine (BNT162b2, Pfizer-Bio-NTech),
and the vaccination schedule was reserved via a web-based
program following a visit with a transplant hepatologist (S.M.)
who provided detailed information regarding the vaccination
against COVID-19, with the support of material freely available
on the webpage of the Italian Association for the Study of the
Liver (AISF).9 Vaccinations were carried out at a dedicated facility
within our hospital. Among these 283 liver transplant patients,
vaccination could not be offered to 17 patients for the

following reasons: 6 patients recently received a graft (within
3 months), 5 patients were being followed-up at other liver
transplant centres in Italy, 3 patients had recently tested positive
for COVID-19, 1 patient had been vaccinated before liver trans-
plantation, 1 patient was hospitalised for complications of liver
disease recurrence, and 1 patient was incarcerated. Overall,
among the 266 patients who were offered COVID-19 vaccination
at our Unit (189 males; median age 62 years; range 27-84 years),
9 patients (3.4%) did not receive the vaccine for the following
reasons: 5 patients categorically refused vaccination against
COVID-19 due to concerns regarding the potential for severe
adverse events, despite having received adequate information
and having previously received the vaccinations recommended
in liver transplant patients, 2 patients reported concerns over the
potential harms of the vaccine – they did not formally refuse
vaccination but requested more time to ponder their decision, 1
patient required further work-up for previous allergic reactions
to vaccination, and 1 patient was temporarily abroad, while 257
patients (96.6%) accepted and underwent vaccination (Fig. 1). All
in all, only 5 patients (1.9%) firmly refused COVID-19 vaccination,
while in the remaining 4 patients the potential barriers to
vaccination could be lifted either by providing further details
regarding the vaccination or following resolution of medical and
logistical issues.

Therefore, we have demonstrated that the acceptance rate for
COVID-19 vaccination among liver transplant recipients is
extremely high, at least 96.6%, and that patients reporting a firm
opposition to vaccination represent only a minority of potential
vaccine recipients (1.9%). This acceptance rate was higher than
expected in the general population, despite potential concerns
regarding the lack of safety results available in large series of

17 patients excluded:
- 6 patients transplanted within 3 months
- 5 patients being followed-up at other centres
- 3 patients with recent COVID-19
- 1 patient vaccinated before transplantation
- 1 patient hospitalised for liver disease 
   recurrence
- 1 patient incarcerated

9 patients did not receive vaccination:
- 5 patients refused due to concerns regarding 
potential adverse events
- 2 patients required more time to decide
- 1 patient needed medical re-evaluation
- 1 patient was temporarily abroad

283 liver transplant recipients

266 patients offered vaccination

257 patients received vaccination

Fig. 1. Flow of liver transplant patients who were offered vaccination
against COVID-19.
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transplanted patients, and initial evidence of reduced efficacy of
vaccination in this population.7 Currently, vaccination of
household members and caregivers of these patients is
underway, and among this group immediate prioritisation is
being given to those who take care of transplanted patients
who could not receive COVID-19 vaccination because they had
recently received a graft.

We feel that these positive results strongly emphasise how
adequate counselling may enhance vaccination uptake and
adherence to the recommendations provided by EASL and by
national scientific societies.1,9–11 A structured program may
support rapid and complete COVID-19 vaccination for liver
transplant recipients, protecting this frail population.
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Detecting HCV infection by means of mass population SARS-CoV-2
screening: A pilot experience in Northern Italy

To the Editor:
We read with interest the paper by Crespo et al., who suggested
that mass severe acute respiratory syndrome-coronavirus-2
(SARS-CoV-2) testing offers a unique opportunity to screen for
viral hepatitis, particularly HCV infection.1

As the COVID-19 pandemic has overwhelmed entire national
healthcare systems and severely strained their ability to manage
patients with chronic diseases, such as those with chronic viral
hepatitis,2 we agree that access to screening programmes and
subsequent linkage to care would possibly turn the challenges
of the pandemic into new opportunities.

Mass serological SARS-CoV-2 screening has been capable of
revealing the spread of the disease in Europe.3 After our first
successful attempt at using rapid immunochromatographic
testing (RICT) to screen for SARS-CoV-2 antibodies in Castiglione

Keywords: COVID-19; rapid test; Hepatitis C; awareness; diagnosis; elimination
strategy.
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