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Kidney transplant with positive SARS- CoV- 2 PCR: An avoidable 
risk

To the Editor:
We read with interest the paper published by Murad et al.,1 which 
has raised some issues that we would like to discuss.

We reported the first case in Spain of a kidney transplant (KT) re-
cipient who developed COVID- 19 before KT. Once the infection had 
resolved and the PCR was negative, he was included on the waiting 
list and transplanted 3 months later.2 Four more KT recipients with 
a previous history of SARS- CoV- 2 infection have been described. In 
most cases, including our patient, several consecutive negative PCRs 
were required before KT, and, in all, a negative result was provided 
immediately prior to the procedure.2 Additionally, another patient 
with a positive PCR underwent liver transplantation due to acute 
liver failure, but in this case the transplant was urgent.3

SARS- CoV- 2 PCR performed on a nasopharyngeal swab has up 
to 40% false- negative results, so one single negative test does not 
confirm the absence of infection. SARS- CoV- 2 PCR has an import-
ant limitation in that it does not distinguish between infectious and 
noninfectious virus. Likewise, several studies suggest that the cycle 
threshold (CT) should not be used as the only tool to identify pa-
tients who may be infectious, since it has been demonstrated that 
viral growth could be obtained with a high CT. The probability of 
recovering virus from samples with CT >35 was about 8%, and no 
relationship was observed between CT value and symptoms.4 KT is 
rarely an urgent procedure so, taking into account these recommen-
dations, we decided to postpone the transplant in our patient until 
recovery had been confirmed with negative PCR.

Furthermore, in the case presented by Murad, no post- KT PCR was 
performed and the patient was placed in the regular transplant floor 
without COVID- 19 restrictions. Hospital- acquired infection is asso-
ciated with a greater mortality, probably because this subgroup has a 
higher comorbidity burden.5 In September 2020, at the beginning of the 
second wave in Spain, we identified a cluster of COVID- 19 cases in our 
inpatient unit. The outbreak began in a patient with negative PCR on 
admission. After this first nosocomial case, we performed PCRs every 
72 hours in our hospitalized patients, finally detecting seven SARS- CoV- 
2- positive cases after a mean of 2.7 PCR tests. The mortality rate was 
57.1%. Therefore, we recommend close monitoring of SARS- CoV- 2 in-
fection by PCR during the pandemic (we perform PCR before admission 
and weekly during hospitalization), in addition to the use of personal pro-
tection equipment, visiting restrictions, and private rooms if possible. To 
date, no other hospital- acquired COVID- 19 cases have been identified.

Performing a transplant in a patient with a positive SARS- 
CoV- 2 PCR may be an avoidable risk, unless the procedure is ur-
gent or in more difficult- to- match patients, such as very highly 
sensitized recipients. Therefore, since the infection is more severe 
in transplant patients, especially if it develops during hospitaliza-
tion, we believe that we must be cautious and minimize possible 
risks in the interests of the safety of the recipient and the rest of 
the transplant unit.
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