
SUPPLEMENTARY APPENDIX 1. Search strategies for literature reviews 

• Search Query: Studies reporting “increased risk donor” criteria among donors included in reports of solid 

organ donor-derived HIV, HBV, or HCV  

Search Strategy:     

Database Strategy Run 

Date 

Records 

Pubmed 

1991- 

"HIV Infections"[Mesh] OR "Hepatitis B"[Mesh] OR "Hepatitis C"[Mesh]) 

AND "Organ Donors"[Mesh] Filters: Case Reports, Review, Systematic 

Reviews, Meta-Analysis 

 

1/17/2019 645 

 

Results: All titles and abstracts were evaluated, and 86 articles* that described transmission to recipients 

were reviewed in detail to ascertain donor risk factors for HIV, HBV, and HCV infections. None of the 

86 articles identified donor criteria not already found from a review of Organ Procurement and 

Transplantation Network data or a previously known report on donor-derived HIV transmission 

resulting from hemodilution.  
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Search Query: Studies on risk of acute HIV infection if the person (excluding MSM) has an STI diagnosed in the 

previous one month or three months of infection.   

Search Strategy:     

Database Strategy Run 

Date 

Records 

Medline 

(OVID) 

1946- 

(*HIV Infections/ AND *Risk Factors/) OR ((Risk OR diagnosis) ADJ3 

(HIV* OR human immunodeficiency virus*)).ti,ab. 

AND 

((recent* OR prior* OR previous* OR within month* OR one month OR 

two months* OR three months* OR following) ADJ5 (sexually transmitted 

OR STD* OR STI OR syphilis OR gonorrhea)).ti,ab. 

NOT 

(Homosexuality, Male/ OR (Men who have sex with men OR MSM OR gay 

men).ti,ab.) NOT (heterosexual* OR non-MSM) 

 

2/25/2019 261 

Embase 

(OVID) 

1988- 

(*human immunodeficiency virus infection/ AND *Risk Factors/) OR 

((Risk OR diagnosis) ADJ3 (HIV* OR human immunodeficiency 

virus*)).ti,ab. 

AND 

((recent* OR prior* OR previous* OR within month* OR one month OR 

two months* OR three months* OR following) ADJ5 (sexually transmitted 

OR STD* OR STI OR syphilis OR gonorrhea)).ti,ab. 

NOT 

(Homosexuality, Male/ OR (Men who have sex with men OR MSM OR gay 

men).ti,ab.) NOT (heterosexual* OR non-MSM) 

 

2/25/2019 305 

 

-195 

duplicates  

 

=110 

unique 

items 



Global 

Health 

(OVID) 

1973- 

 

((Risk OR diagnosis) ADJ3 (HIV* OR human immunodeficiency 

virus*)).ti,ab. 

AND 

((recent* OR prior* OR previous* OR within month* OR one month OR 

two months* OR three months* OR following) ADJ5 (sexually transmitted 

OR STD* OR STI OR syphilis OR gonorrhea)).ti,ab. 

NOT 

(Homosexuality, Male/ OR (Men who have sex with men OR MSM OR gay 

men).ti,ab.) NOT (heterosexual* OR non-MSM) 

 

2/25/2019 162 

 

-142 

duplicates  

 

=20  

unique 

items 

CINAHL 

(Ebsco) 
((MJ “HIV Infections”) AND (MJ “Risk Factors”)) OR ((Risk OR 

diagnosis) N3 (HIV* OR “human immunodeficiency virus”)) 

AND 

((recent* OR prior* OR previous* OR “within month*” OR “one month” 

OR “two month*” OR “three month*” OR following) N5 (“sexually 

transmitted” OR STD* OR STI OR syphilis OR gonorrhea)) 

NOT 

((MH “Homosexuality, Male”) OR (“Men who have sex with men” OR 

MSM OR “gay men”)) NOT (heterosexual* OR non-MSM) 

Exclude Medline records 

2/25/2019 38 

 

-9 

duplicates  

 

=29  

unique 

items 

 

Results: Four articles were identified that were based in the United States and either measured the incidence of 

acquiring HIV following a diagnosis of a syphilis, gonorrhea, or chlamydia with at least 10,000 patients 

(references 1-3) or were a systematic review of the relative risk of HIV acquisition among persons with a positive 

herpes simplex virus 2 serology versus seronegative persons  (reference 4). 

1. Peterman et al. Risk for HIV following a diagnosis of syphilis, gonorrhea or chlamydia:  328,456 women 

in Florida, 2000–2011. International Journal of STD & AIDS, 2014. 

2. Peterman et al. High Risk for HIV following a diagnosis of syphilis, men living in Florida, 2000-2011. 

Public Health Reports, 2014. 

3. Hanson et al. Assessment of sexually transmitted diseases as risk factors for HIV seroconversion in a 

New Orleans sexually transmitted disease clinic, 1990-1998. Annals of Epidemiology, 2005. 

4. Freeman et al. Herpes simplex virus 2 infection increases HIV acquisition in men and women: systematic 

review and meta-analysis of longitudinal studies. AIDS, 2006. 



SUPPLEMENTARY APPENDIX 2. Detailed comparison of 2013 and 2020 U.S. Public Health Service guideline 

recommendations 

2013 2020 

1. All living potential donors and individuals 
interviewed about deceased potential organ 
donors (e.g., next of kin, life partner, cohabitant, 
caretaker, friend, or primary treating physician) 
should be informed of the donor evaluation 
process, including the review of medical and 
behavioral history, physical examination, and 
laboratory tests to identify the presence of 
infectious agents or medical conditions that could 
be transmitted by organ transplantation. Organ 
procurement organizations (OPOs) and transplant 
centers adopted IRD designation for donors with 
these risk criteria. 

 

• All living potential donors and persons 
contacted about deceased donors (e.g., next 
of kin, life partner, cohabitant, caretaker, 
friend, or primary treating physician) should 
be informed of the donor evaluation process, 
including the review of medical and social 
history, physical examination, and laboratory 
tests to identify the presence of infectious 
agents or medical conditions that could be 
transmitted by organ transplantation. 

2. To ascertain whether potential organ donors 
are at increased risk for HIV, HBV, or HCV 
infection, living donors, or individuals contacted 
about deceased donors, should be interviewed in 
a confidential manner about behaviors that may 
have increased the potential donor's probability of 
having HIV, HBV, or HCV infection. Risk criteria 
(during the 12 months prior to organ 
procurement): 

i. Sex with a person known or suspected to 
have HIV, HBV, or HCV infection  

ii. Drug injection for nonmedical reasons 
iii. Man who has had sex with another man 
iv. Incarceration (confinement in jail, prison, or 

juvenile correction facility) for >72 
consecutive hours  

v. Sex in exchange for money or drugs 
vi. Sex with a person who injected drugs for 

nonmedical reasons 
vii. Unknown medical or social history at time of 

organ procurement  
viii. Child (≤18 months of age) born to a mother 

known to be infected with, or at increased 
risk for, HIV, HBV, or HCV infection 

ix. Child who has been breastfed by mother who 
is known to be infected with, or at increased 
risk for, HIV infection 

x. Sex with a person who had sex in exchange 
for money or drugs 

xi. Woman who has had sex with a man who has 
had sex with another man 

• Organ procurement organizations (OPOs) should 
ascertain, in a confidential manner, whether any 
of the following exposures, which would put 
organ recipients at risk for acquiring HIV, HBV, 
and HCV infections, were present in potential 
organ donors within 30 days before organ 
procurement:  

 
o Sex (i.e., any method of sexual contact, including 

vaginal, anal, and oral) with a person known or 
suspected to have HIV, HBV, or HCV infection 

o Man who has had sex with another man 
o Sex in exchange for money or drugs 
o Sex with a person who had sex in exchange for 

money or drugs 
o Drug injection for nonmedical reasons  
o Sex with a person who injected drugs for 

nonmedical reasons 
o Incarceration (confinement in jail, prison, or 

juvenile correction facility) for ≥72 consecutive 
hours  

o Child breastfed by a mother with HIV infection 
o Child born to a mother with HIV, HBV, or HCV 

infection 
o Unknown medical or social history 

 



xii. Newly diagnosed with, or have been treated 
for, syphilis, gonorrhea, Chlamydia, or genital 
ulcers 

xiii. Hemodialysis 
xiv. Hemodilution of the blood sample used for 

infectious disease testing 
 

3. Living potential donors with behaviors 
associated with an increased risk of acquiring HIV, 
HBV, or HCV identified during evaluation should 
receive individualized counseling on specific 
strategies to prevent exposure to these viruses 
during the time period prior to surgery. 
 

4. If a potential donor is ≤18 months of age or 
has been breastfed within the preceding 12 
months, the birth mother, if available, should be 
interviewed about behaviors that may have 
placed her at risk for HIV, HBV, or HCV infection.  
 

• Living potential donors who have past or on-going 
risk of acquiring HIV, HBV, or HCV infection should 
receive individualized counseling on specific 
strategies to prevent exposure to these viruses 
during the time period prior to surgery 

 
 

• Remove any specific label (e.g., “increased risk 
donor”) to describe donors with risk factors for 
acute HIV, HBV, or HCV infection 

 

5. When a deceased potential organ donor's 
medical/behavioral history cannot be obtained or 
risk factors cannot be determined, the donor 
should be considered at increased risk for HIV, 
HBV, and HCV infection because the donor's risk 
for infection is unknown. 

6. All living potential donors should be tested 
for HIV, HBV, and HCV as close as possible to the 
date of the organ recovery operation, but at least 
within the 28-day time period prior to surgery. 

7. All potential organ donors (living or 
deceased) should be tested for antibodies to HIV 
(i.e., anti-HIV 1/2 or HIV antigen/antibody [Ag/Ab] 
combination assay). All potential organ donors 
identified as being at increased risk for HIV 
infection should also be tested for HIV ribonucleic 
acid (RNA) by NAT or HIV antigen (e.g., HIV Ag/Ab 
combination assay). Donor blood specimens 
should be obtained before procurement. Ab or 
Ag/Ab test results should be made available 
before transplantation. 

8. All potential organ donors (living or 
deceased) should be tested for both anti-HCV and 
for HCV RNA by NAT. Donor blood specimens 
should be obtained before procurement. Ab test 
results should be made available before 
transplantation. 

9. All potential organ donors (living or 
deceased) should be tested for anti-HBc and for 
HBsAg. Donor blood specimens should be 

• Test all potential organ donors for HIV, HBV, and 
HCV infections using serological tests (including 
anti-HIV antibody, total anti-HBc, HBsAg, and 
anti-HCV) in addition to NAT for all three viruses, 
regardless of the risk criteria identified during 
screening using assays licensed, approved, or 
cleared by FDA for donor screening. 
 

o For living potential donors, testing should 
continue to be performed as close as possible 
to the surgery, but at least within the 28-day 
time period prior to organ procurement. 

 

o For deceased potential donors, the donor 
specimen should be collected within 96 hours 
prior to organ procurement with results of 
these screening tests available at the time of 
organ procurement.  

 



obtained before procurement. Ab/Ag test results 
should be made available before transplantation. 
 

10. An informed consent process discussion 
between the transplant candidate, or medical 
decision maker, and the listing clinician should 
start before the patient is placed on the transplant 
wait list. Patients should be counseled to consider 
potential risks of both accepting and rejecting 
organs from donors known to be infected with 
HBV or HCV, or donors at increased risk for HBV, 
HCV, or HIV infection. 

11. The transplant candidate, or medical decision 
maker, should have opportunities to discuss with 
clinicians issues related to the associated risk of 
HIV, HBV, or HCV transmission with organ 
acceptance while the patient is on the transplant 
wait list. 

12. At the time of the organ offer, if a donor is 
identified as being at increased risk for HIV, HBV, 
or HCV infection, the transplant center team 
primarily responsible for the patient's care should 
include this risk information in the informed 
consent discussion with the transplant candidate 
or medical decision maker. 

13. If prior to transplantation or repair of a 
transplanted organ it is known or anticipated that 
stored blood vessel conduits (from a donor who is 
different from the donor of the primary organ 
being transplanted or repaired) may be used, and 
the donor is identified as being at increased risk 
for HIV, HBV, or HCV infection, then the transplant 
center team should include this risk information in 
the informed consent discussion. 

14. When organs from HBV- or HCV-infected 
donors will be used, the transplant center team 
primarily responsible for the patient's care should 
have an informed consent discussion with the 
transplant candidate, or medical decision maker, 
prior to transplantation regarding the risks related 
to disease transmission. 

15. Transplant candidates should be informed 
that although all donors are screened for HIV, 
HBV, and HCV, donor screening has limitations 
and no screening question or laboratory test can 
completely eliminate the risk for transmitting 
these infections (or any other infection). 
 

• An informed consent process discussion between 
the transplant candidate, or medical decision 
maker, and the listing clinician should be initiated 
prior to placement of a patient on a transplant 
wait list. This discussion should include 
opportunities to address concerns related to the 
risk of HIV, HBV, or HCV transmission via organ 
transplantation. 

 

• When donors with one or more of the risk criteria 
specified under Risk Assessment of Living and 
Deceased Donors are identified, OPOs should 
communicate this information to the appropriate 
transplant centers. Transplant centers should 
include this information in informed consent 
discussions with transplant candidates or their 
medical decision-makers. No separate, specific 
informed consent is recommended. Transplant 
centers should make efforts to contextualize these 
discussions and should include the following: 

 
o The risk of undetected HIV, HBV, or HCV 

infection is very low, but not zero.* 
o Recipients will be tested for HIV, HBV, and HCV 

infections after transplantation and should 
transmission occur, effective therapies are 
available.† 

o Transplant candidates might have a higher 
chance of survival by accepting organs from 
donors with risk factors for HIV, HBV, and HCV 
infections compared with waiting for an organ 
from a donor without recognized risk factor.§ 

 

• If before transplantation or repair of a 
transplanted organ the transplant center team 
knows or anticipates that stored blood vessel 
conduits (from a donor who is different from the 
donor of the primary organ being transplanted or 
repaired) may be used, and the blood vessel 
donor meets risk criteria listed under Risk 
Assessment of Living and Deceased Donors, then 
the transplant center team should include this 
risk information in the informed consent 
discussion. 



16. Pre-transplant testing of transplant 
candidates for HIV, HBV, and HCV should be 
conducted when the donor (living or deceased) 
meets any of the following conditions: (1) 
identified as being at increased risk for HIV, HBV, 
and HCV infection (Note: If the donor is only 
identified as being at risk for HCV infection due to 
hemodialysis in the preceding 12 months, then 
testing for HCV only is recommended); (2) 
screening specimens are hemodiluted; or (3) the 
medical/behavioral history is unavailable. When 
the donor meets any of the three conditions, 
transplant candidate testing should occur during 
hospital admission for the organ transplant but 
prior to implantation of the organ, unless the 
transplant candidate is known through prior 
testing to be infected. 

17. Pre-transplant testing of transplant 
candidates for HBV or HCV should be conducted 
when the donor (living or deceased) is known to 
be infected with HBV or HCV. Transplant 
candidate testing should occur during hospital 
admission for the organ transplant but prior to 
organ implantation, unless the transplant 
candidate is known through prior testing to be 
infected. 

18. Posttransplant HBV testing of recipients 
should be conducted when the donor (living or 
deceased) meets any of the following conditions: 
(1) identified as being at increased risk for HBV 
infection, (2) screening specimens are 
hemodiluted, (3) the medical/behavioral history is 
unavailable, or (4) the donor is infected with HBV. 
Recipient testing should be performed sometime 
between one and three months posttransplant to 
include HBV NAT and HBsAg, and at 12 months 
posttransplant to include antibody to hepatitis B 
surface antigen (anti-HBs), anti-HBc, and either 
HBV NAT or HBsAg (unless infection was 
documented pre-transplant). 

19. Posttransplant HIV testing of recipients 
should be conducted when the donor (living or 
deceased) meets any of the following conditions: 
(1) identified as being at increased risk for HIV 
infection, (2) screening specimens are 
hemodiluted, or (3) the medical/behavioral 
history is unavailable. Recipient testing should be 
performed sometime between one and three 
months posttransplant to include HIV NAT or an 
HIV Ag/Ab combination assay (unless infection 

• Regardless of donor risk profile for HIV, HBV, or 
HCV infections, transplant programs should test all 
organ recipients using assays licensed, approved, 
or cleared by FDA for diagnosis. 
o Before transplantation, HIV testing should be 

performed using a recommended laboratory 
HIV testing algorithm¶;  hepatitis B testing 
should be performed using total anti-HBc, 
HBsAg, and hepatitis B surface antibody (anti-
HBs); and hepatitis C testing should be 
performed using anti-HCV antibody and HCV 
NAT. Blood samples should be obtained from 
the transplant candidate during hospital 
admission for the organ transplant but prior to 
implantation of the organ, unless the 
transplant candidate is known through prior 
testing to be infected. Results of transplant 
candidate testing do not have to be available at 
the time of transplantation. 

o At 4-6 weeks following transplantation, 
transplant centers should test recipients for 
HIV, HBV, and HCV infections using NAT.  

o Clinicians caring for liver recipients should 
maintain heightened awareness of the 
potential for delayed appearance of HBV 
infection and consider additional testing using 
HBV NAT at one year.        

o Recipients who develop signs or symptoms of 
liver injury (e.g., jaundice or elevated liver 
function tests) after transplantation, should be 
tested for viral hepatitis, even if previous 
hepatitis B or hepatitis C testing was negative.  

 



was documented pre-transplant). NAT or an 
Ag/Ab combination assay for HIV detection is 
important as infected recipients may remain Ab-
negative due to immunosuppression. 

20. Posttransplant HCV testing of recipients 
should be conducted when the donor (living or 
deceased) meets any of the following conditions: 
(1) identified as being at increased risk for HCV 
infection, (2) screening specimens are 
hemodiluted, (3) the medical/behavioral history is 
unavailable, or (4) the donor is infected with HCV. 
Recipient testing should be performed sometime 
between one and three months posttransplant to 
include HCV NAT (unless infection was 
documented pre-transplant). NAT is important for 
HCV detection as infected recipients may remain 
Ab-negative due to immunosuppression. 
 

 • All organ transplant candidates should be 
vaccinated against Hepatitis B virus infection. 

 

 

 

 

 

 

 

 

 

 

21. For deceased donors, the OPO should 
consider collecting two blood specimens, when 
possible, for HIV, HBV, and HCV real-time testing 
(i.e., prior to organ recovery)—an 
ethylenediaminetetraacetic acid (EDTA) plasma 
specimen or serum specimen for serologic assays 
and a separate EDTA plasma specimen for NAT. 
Additionally, the OPO should consider collecting 
two blood specimens for archiving, when possible. 
If it is only feasible to collect one specimen, a 
plasma specimen collected in EDTA, rather than a 
serum specimen, is optimal. 

22. The OPO should consider archiving blood 
specimens from deceased donors for at least 10 
years. 

23. For living donors, transplant candidates, and 
recipients, two blood specimens should be 
collected when HIV, HBV, or HCV testing is 

• OPOs and living donor recovery centers should 
archive donor blood specimens for at least 10 
years. These specimens should be collected within 
24 hours before organ procurement. Two blood 
specimens should be collected for archiving: an 
ethylenediaminetetraacetic acid (EDTA) plasma 
specimen or serum specimen for serologic assays 
and a separate EDTA plasma specimen for NAT. If 
only feasible to collect one specimen, a plasma 
specimen collected in EDTA, rather than a serum 
specimen, is optimal. 

• For deceased donors, living donors, transplant 
candidates, and recipients, two blood specimens 
should be collected when HIV, HBV, or HCV 
infection testing is planned—an EDTA plasma 
specimen or serum specimen for serologic assays 
and a separate EDTA plasma specimen for NAT. 

 

 

 

 

 

 

 

 

 

 



planned—an EDTA plasma specimen or serum 
specimen for serologic assays and a separate 
EDTA plasma specimen for NAT. 

24. Infusion of crystalloid and colloid solutions 
and transfusion of blood products can cause 
hemodilution and produce false-negative results 
for HIV, HBV, and HCV testing. Therefore, the OPO 
should make an effort to collect a qualified (non-
hemodiluted) specimen—that is, a specimen that 
is deemed acceptable for testing according to an 
appropriate hemodilution algorithm and 
calculation method, such as provided by the FDA. 
Furthermore, a hemodilution calculation should 
be performed on archived specimens of deceased 
donors to facilitate interpretation of test results. 

25. All stored blood vessel conduits from a donor 
found to be infected with HIV, HBV, or HCV should 
be quarantined immediately and not released for 
clinical use unless the HBV- or HCV-infected vessel 
conduits are needed for the initial transplant 
procedure in the recipient. After completing the 
initial transplant procedure, any remaining vessel 
conduits should be disposed of in accordance with 
hospital policy to prevent inadvertent release 
from quarantine and unintentional use in other 
patients. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

• All stored blood vessel conduits from a donor 
found to be infected with HIV, HBV, or HCV should 
be quarantined immediately and not released for 
clinical use unless the HIV-, HBV-, or HCV-infected 
vessel conduits are needed for the initial 
transplant procedure in the recipient. After 
completing the initial transplant procedure, any 
remaining vessel conduits should be disposed of in 
accordance with hospital policy to prevent 
inadvertent release from quarantine and 
unintentional use in other patients. 

 

26. (A) When an OPO receives information 
before organ recovery that a deceased potential 
donor is at increased risk for or is infected with 
HIV, HBV, or HCV, the OPO should notify (1) the 
OPTN, (2) the transplant centers receiving organ 
offers, and (3) any institutions considering tissue 
and eye recovery. (B) The OPO should also notify 
the public health authorities where the potential 
donor is admitted, in accordance with state 
requirements for reporting notifiable infections, if 
the deceased potential donor is infected. 

 
27. (A) When an OPO receives information after 

organ recovery that a deceased donor was 
infected with HIV, HBV, or HCV, or that an organ 
recipient infection with HIV, HBV, or HCV is 
suspected of being donor-derived, the OPO should 
notify (1) the OPTN, (2) the transplant centers that 
received organs and/or blood vessel conduits 
from the deceased donor, and (3) any institutions 
that recovered tissues and eyes from the donor. 
(B) The OPO should also notify public health 
authorities where the organ recovery took place, 

• When an OPO, living donor recovery center, or 
transplant center receives information, including 
before organ recovery, that (1) an organ or blood 
vessel conduit donor meets ≥1 of the criteria as 
specified under recommendation #2; (2) the donor 
is infected with HIV, HBV, or HCV; or (3) that an 
organ recipient infection with HIV, HBV, or HCV is 
suspected of being donor-derived, they should 
contact other organizations involved with organs 
or tissue procured from the donor, including (1) 
the OPTN, (2) OPO or living donor recovery center, 
(3) transplant centers, and (4) any institutions 
considering tissue and eye recovery. Living donors 
who test positive for HIV, HBV, or HCV infections 
should be notified of the results. 

• An OPO, living donor recovery center, or 
transplant center should also notify the 
appropriate public health authorities if the 
deceased donor, living donor, or transplant 
recipient is infected with HIV, HBV, or HCV.  

• OPOs, in coordination with the OPTN, should have 
a system in place allowing tracking between a 
common deceased donor and (1) recovered 



in accordance with state requirements for 
reporting notifiable infectious diseases, if the 
deceased donor was infected. 

 
 

28. (A) When a transplant center receives 
information that a recipient of an organ or blood 
vessel conduit from any deceased donor is newly 
infected with HIV, HBV, or HCV posttransplant and 
the infection is suspected of being donor-derived, 
the transplant center should notify (1) the OPTN 
and (2) the OPO that procured the organs and any 
blood vessel conduits. (B) In accordance with state 
requirements for reporting notifiable infectious 
diseases, the transplant center where the 
transplant took place should also notify public 
health authorities of the recipient infection. 

29. (A) When a living donor recovery center 
receives information before organ recovery that a 
living potential donor is infected with HIV, HBV, or 
HCV, the living donor recovery center should 
notify the transplant center intended to receive 
the organ. If the organ from an HBV- or HCV-
infected donor is used for transplantation, the 
living donor recovery center should also notify the 
OPTN. (B) In accordance with state requirements 
for reporting notifiable infectious diseases, the 
living donor recovery center should also notify 
public health authorities where the potential 
donor lives of the potential living donor's 
infection. 

30. (A) When a living donor recovery center 
receives information after organ recovery that a 
living donor is infected with HIV, HBV, or HCV, the 
living donor recovery center should notify (1) the 
OPTN and (2) the transplant center that received 
an organ from the living donor. Disclosure to the 
OPTN and transplant center should be in 
accordance with state requirements. (B) In 
accordance with state requirements for reporting 
notifiable infectious diseases, the living donor 
recovery center should also notify public health 
authorities where the organ recovery took place 
of the living donor's infection. 
 

31. When a living donor recovery center receives 
information after organ recovery that an organ 
recipient infection with HIV, HBV, or HCV is 
suspected of being donor-derived, the living donor 
recovery center should notify the OPTN. 

organs, (2) recovered associated blood vessel 
conduits, and (3) recovered tissues and eyes to 
facilitate notification when a donor-derived 
disease transmission is suspected. This system 
should include accurate records of the distribution 
and disposition of each organ and initial 
distribution of associated blood vessel conduits, 
along with procedures to facilitate the timely 
notification of transplant centers and tissue and 
eye recovery establishments when a donor-
derived disease transmission is suspected. To 
facilitate notification by the OPO, transplant 
centers should keep accurate records of all organs 
and associated blood vessel conduits received and 
the disposition of each. 

 



 

32. (A) When a transplant center receives 
information that a recipient of an organ from a 
living donor is newly infected with HIV, HBV, or 
HCV posttransplant and the infection is suspected 
of being donor-derived, the transplant center 
should notify (1) the OPTN and (2) the living donor 
recovery center that procured the organ. (B) In 
accordance with state requirements for reporting 
notifiable infectious diseases, the transplant 
center should also notify public health authorities 
where the transplant took place of the recipient's 
infection. 

 

 
33. A living donor whose blood specimen is 

positive for HIV, HBV, or HCV when tested by the 
living donor recovery center should be notified by 
the living donor recovery center of his or her 
infectious disease status. 
 

34. OPOs should have a system in place allowing 
tracking between a common deceased donor and 
(1) recovered organs, (2) recovered associated 
blood vessel conduits, and (3) recovered tissues 
and eyes to facilitate notification when a donor-
derived disease transmission is suspected. This 
system should include accurate records of the 
distribution and disposition of each organ and 
initial distribution of associated blood vessel 
conduits, along with procedures to facilitate the 
timely notification of transplant centers and tissue 
and eye recovery establishments when a donor-
derived disease transmission is suspected. To 
facilitate notification by the OPO, transplant 
centers should keep accurate records of all organs 
and associated blood vessel conduits received and 
the disposition of each. 

 


