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65 year-old male with HIV is referred for pre-
transplant evaluation for kidney transplant.

Referral question: Please review HIV 
medications for transplant

Patient Visit



Subjective

Patient Visit

“I feel fine. I have 
hemodialysis three 
times a week and it 
doesn’t bother me 

at all.”

Objective

Normal exam, 
functioning fistula, 

no cutaneous 
lesions. Clothing 
+’ve for cat hair.

Medical History

FSGS with ESRD on HD
HIV

Cutaneous KS
HTN
Gout
CVA

GERD

Surgical History

AV fistula Not currently 
employed
Not sexually active
Lives alone, 
independent
Has several cats
Born in US
No significant travel



-Dolutegravir and ritonavir-boosted Darunavir

-Lisinopril

-Clopidogrel

-Pravastatin

-Sevelamer

-Vitamin D

-Vitamin B complex

Patient Visit

Medications



HIV History

Diagnosed with 
HIV, unknown CD4, 

?MSM

Cutaneous KS of 
the foot

early 1990s mid 1990s

No therapy
Lamivudine 

and 
Zidovudine

TDF 
Emtricitabine

Efavirenz

?

Worsening renal 
function

Abacavir 
Lamivudine
Dolutegravir
r/Atazanavir

? ?

Abacavir 
Lamivudine

Efavirenz
r/Atazanavir

5 years ago

Dolutegravir
r/Darunavir

For pill 
simplicity

Viral blips but mostly undetectable

2022

Referred to 
Transplant 

ID



HHV-8 antibody positive (1:80, normal <1:20)

HIV VL undetectable, CD4 862 (31%), no genotype available

Hepatitis B core antibody positive, surface antibody 33

Patient Visit

Patient 
Management

History of KS

HIV management

Hepatitis B core antibody positive

Standard induction for KTR is thymoglobulin, maintenance is tacrolimus, mycophenolate +/- prednisone



• Is history of cutaneous KS a contraindication to transplant?

-Yes

-No

• What about visceral KS? 

-Yes

-No

Patient Visit



HIV, KS and Renal Transplant

• Patients undergoing transplant with HHV-8 antibody positivity have 
been fairly well described 

• Previous studies often excluded those with history of OIs including KS 
(ie Stock et al. NEJM. 2010)

• Transplant with a history of HIV and KS is not so well described. 



• Multicenter retrospective study in France
Database KS Prevalence (non-HIV) KS Prevalence (HIV)

CRISTAL 0.18% 0.66%

DIVAT 0.46% 0.50%



7 cases: 6 KTR, 1 liver. 

Median CD4 count at transplant was 464/mm3

Median CD4 at KS diagnosis was 495/mm3

All had cutaneous involvement
Two with visceral involvement

IS decreased in 5 cases
Change to mTOR in 5 cases
1 with topical 5-FU and XRT

4 with CR
3 with PR
No KS-related death, graft loss, or loss of HIV control

HIV and KS



• Evaluated data from PLWH undergoing organ transplant from 19 
cohort studies 

• Authors felt that cutaneous or visceral KS was no longer a 
contraindication if it was felt it “could be eradicated”. 

• Option to switch to mTOR for management of KS was felt to be 
important. 

• Per 2019 AST guidelines, HHV-8 seropositivity is not a 
contraindication to transplantation. 



• Retrospective study at two transplant centers in Italy

• Patients were screened for HHV-8 antibodies prior to transplantation, 
with 21 (16.1%) being positive.

• 4/97 kidney recipients developed KS after transplant

→ 3/4 were seropositive before transplant

• 0/33 liver recipients developed KS after transplant



• Evaluated risk of post-transplant KS based on HHV-8 serostatus

• Serum samples in KTR with HHV-8 D+/R- or R+ status were tested for 
HHV-8 PCR every 3 months

• Dermatologic exam every 3 months

• Group A: HHV-8 R+ → 21 KS cases out of 161 recipients (13%)

• Group B: HHV-8 D+/R-→ 3 KS cases out of 64 recipients  (4.7%)

• Group C: HHV-8 D-/R-→ 0 KS cases





HOPE Act: Kidney HOPE Act: Liver 

Durand et al. AJT. 2021.
Durand et al. AJT. 2022. 



ATC 2022 Abstract

• Analysis of HOPE act for HHV-8 seroprevalence 

• 85 recipients (54 kidney, 26 liver, 5 SLK) analyzed

• Recipient HHV-8 seroprevalence was 38%

• Recipient HHV-8 positivity associated with male sex (OR 13.6, p=0.02), 
MSM (OR 4.2, p=0.01)

• Donor HHV-8 seroprevalence was 28% for HIV+ donors and 6% among 
false positive (HIV-) donors. 

• Donor HHV-8 positivity associated with male sex (OR 8.9, p=0.04), 
MSM (OR 3.3, p=0.02), HepB cAb + (OR 3.8, p=0.006)



• Reviewed cases of donor-derived KS from 1/2007 to 11/2016

• Proven or probable DD-KS occurred in 7 recipients from 5 deceased donors

• Possible cases occurred in 3 recipients from 3 donors. 

• All but one of the 8 donors was born overseas or had a history of higher 
risk sexual exposure

• Involvement of transplanted organ was common, often mimicked PTLD

• Median time to KS was 7 months, all within 1 year

(Thinking of cutting this study for time purposes, what do you think?)



Patient Visit
HIV Management



What regimen would you choose at his upcoming visit 
(virally suppressed on r/DRV + DTG)?

-Continue r/DRV + DTG

-Change to TAF/FTC/BIC

-Change to DTG/RPV

-Other



• How would you manage this patient’s hepatitis B risk post-transplant (hepatitis B core antibody 
positive, surface antibody 33 IU/mL)?

-Ensure the ART regimen includes tenofovir

-Ensure the ART regimen has lamivudine or emtricitabine

-This would not influence the ART regimen I’d choose, and I would not recommend Hepatitis B 
prophylaxis after transplant.

-This would not influence the ART regimen I’d choose, but I would offer Hepatitis B prophylaxis with 
entecavir if the ART did not have hepatitis B activity.

Patient Visit



• Retrospective study of KTRs

• Assessed 322 patients with isolated hepatitis B core positive

• Prophylaxis not given prior to 2002. 

• Lamivudine prophylaxis was given for 3 months for all patients after 
2002.

• HBsAg and HBV DNA checked months 1, 2, 3 and q3 months 
thereafter. 



Results
15 patients (4.7%) experienced reactivation (lamivudine started at that time)



• Retrospective study of 93 KTRs with isolated hepatitis B core antibody

• No prophylaxis given

No patients with 
HBsAb >100 IU/L 
experienced 
complete loss of sAb
or reactivation

HBsAg +
HBsAg +

And
HBV DNA >2000 

IU/mL



Results

Patients without sAb at time of 
transplant were 26 times more 
likely to experience reactivation



• ART changed to DTG/RPV. VL ND. 

• TAF added after genotype run through Stanford DB. 

Follow-Up

Risk of Immunosuppression 
(Infection and Malignancy)
Cat-related Infection Risk
Burden of transplant visits

Convenience being off HD
?Improved QoL
?Mortality benefit

Patient opted to defer transplant 
for the time being



Takeaway Points

• HIV regimens may have DDIs with many post-transplant medications (e.g. 
CNIs, PPIs)

• Suppression of viremia and optimization of regimen should be ensured well 
in advance of transplant when possible

• History of AIDS-defining illness, if well controlled, is not necessarily a 
contraindication to transplant

• Post-transplant KS is associated with morbidity and mortality but may be 
manageable with reduction in IS or mTOR switch, and risk may be 
acceptable

• Risk of hepatitis B reactivation with positive HBcAb appears strongly 
correlated to the to degree of surface antibody positivity


