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Abstract
Human immunodeficiency virus (HIV) infection may be
associated with renal impairment since about 0.4% of
all HIV-positive patients develop end-stage renal disease.
The share of patients with HIV infection in hemodialysis
centers throughout the world ranges from 0.3% to as
high as 38%. In Croatia, renal replacement therapy was
needed by 1% of all the HIV-positive patients from 1985
until the end of 2014. Healthcare professionals (HP)
should be aware of the risks of occupational exposure
to blood-borne infections in their daily work. Performing
dialysis in HIV-positive patients increases the risk of
exposure to HIV during the extracorporeal circulation of
the infected blood. However, post-exposure prophylaxis
(PEP) with effective antiretroviral drugs significantly
reduces the risk of infection after occupational exposure.
On behalf of the Croatian Society of Nephrology, Dialysis
and Transplantation, the authors of this paper have proposed recommendations for the management of HIVpositive patients on dialysis, which aim to prevent the
transmission of HIV among patients and HPs. The
important recommendations include the following:
1. when the need arises, it is necessary to provide
HIV-positive patients with dialysis in the vicinity
of their place of residence.
2. HIV-positive patients should be dialyzed with a
separate hemodialysis machine in an isolated area.
Alternatively, they can be dialyzed in an area for
the hemodialysis of HCV-positive and/or HBVpositive patients.
3. Specialized and trained personnel should be provided during the hemodialysis procedure, together with

4.

strict compliance with the standard precautions for
the prevention of blood-borne infections.
There should be a good and prompt cooperation
with the National Referral Center for HIV infection.
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___________________________________________
Introduction
When the disease caused by the human immunodeficiency virus (HIV) is left untreated, it generally progresses
inexorably in all infected persons, from asymptomatic
infection to the condition of complete destruction of
the immune system, resulting in acquired immunodeficiency syndrome (AIDS) [1]. However, today, thanks
to antiretroviral therapy (ART), HIV infection has become a chronic condition that can be successfully
managed long-term [2-4]. Some observational studies
have suggested that persons infected with HIV can live
nearly as long as non-infected persons [5,6].
Owing to the prolonged life expectancy of persons
infected with HIV, there has been an increase in the
chronic diseases and complications associated with the
treatment of HIV and the drugs used to manage HIV
diseases, including acute and/or chronic renal disease
[7]. In HIV-infected persons, kidney damage may occur
as a result of the direct effects of the virus, such as
HIV-associated nephropathy (HIVAN), as well as the
indirect effects of HIV, including complications of
immunodeficiency caused by HIV, secondary (oppor-
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tunistic) infections and side effects from the treatment
of these conditions, i.e., nephrotoxic drugs. Chronic renal
failure is associated with common risk factors, such as
age, hypertension and diabetes, but also with certain
antiretroviral drugs (tenofovir, indinavir and others) [8].
Epidemiology of Renal Failure in Persons Infected
with HIV
Croatia, with an annual rate of new HIV diagnoses of
10-20/1,000,000 inhabitants, is among the countries with
the lowest prevalence rates. According to the HIV/ AIDS
Registry of the Croatian National Institute of Public
Health, from 1985, when the first cases of HIV infection
were recorded in Croatia, to the end of 2014, a total of
1,194 HIV-positive individuals have been registered.
Possible factors responsible for an increased risk of developing acute/chronic renal failure (ARF/CRF) are advanced age, female sex, diabetes, hypertension, intravenous
drug abuse, certain coinfections (hepatitis B virus, hepatitis
C virus), low CD4 T-lymphocyte count, the use of some
antiretroviral drugs, a history of renal impairment and
high HIV viral load. Numerous studies have already demonstrated that the use of antiretroviral drugs and suppression of the viral load can improve kidney function and
reduce proteinuria, thereby indicating that HIV has a
nephrotoxic effect. This is particularly evident in AfroAmericans, for whom the risk for CRF is nearly three
times higher than for Caucasians [9].

In a large study involving over 35,000 patients, 0.4%
of them developed stage 4 or 5 renal failure (GFR <30
ml/min or dialysis or transplant), with an incidence rate
of 0.67/1,000 person years of follow-up (PYFU) [8].
In a cross-sectional multicenter EuroSIDA survey, the
prevalence of end-stage renal disease (ESRD) was 0.5%
[10], and an observational cohort study conducted in
Great Britain showed a 3.8-fold increase in ESRD among
the black HIV-positive patients in the cohort during the
12-year study period [11].
The percentage of patients infected with HIV in dialysis
centers around the world ranges from 0.3% to as high
as 38% [12]. From 1985 to 1999 the percentage of dialysis centers providing care to HIV-positive patients in
the United States increased from 11% to 39% [13].
Methods for Treating Chronic Renal Failure in
HIV-infected Patients
For HIV-infected patients who develop severe renal
impairment, whether acute or chronic, replacement of
renal function is necessary. They can be treated with
hemodialysis (HD), peritoneal dialysis (PD), and may
be candidates for kidney transplantation [12-14]. In the
aforementioned EuroSIDA survey, out of 122 patients
with ESRD, 96 received dialysis and 26 renal transplant.
The most frequent causes of ESRD were HIV-associated
nephropathy and other glomerulonephritis [10]. The advantages and disadvantages of each form of dialysis in
HIV-infected patients are presented in Table 1.

Table 1. Advantages and disadvantages of dialysis in patients with HIV-infection [adapted from
11,14,15]
METHOD
ADVANTAGES
DISADVANTAGES
- Transmission of the virus by dialysis - Higher risk of HCV-infection for
machines has not been confirmed*
patients
- Lowering of the viral load in the
- Higher frequency of contacts with
HEMODIALYSIS
blood during the procedure
patients’ blood, higher risk of
infection transmission to personnel
- Higher costs
- Less risk of infection transmission to - Possibility of viral replication in
personnel
the dialysate**
PERITONEAL
- Lower costs
- Higher incidence of peritonitis
DIALYSIS
(due to opportunistic
microorganisms)
*The size of the HIV virion is about 105 nm and the pores of the dialyzer are 1-7 nm. Viral RNA is not
detectable in the dialysate.
**Peritoneal dialysate is less contagious than blood but the virus can replicate in the dialysate: up to 7
days at room temperature and up to 2 days in empty lines.

Additional shortcomings of PD are the loss of protein
into the dialysate in already asthenic patients, cognitive
motor dysfunction in advanced HIV diseases and reduced patient compliance [14,15]. Priority should be given
to HD and transplantation when possible. The observational cohort study conducted in Great Britain showed
that the 5-year survival of patients infected with HIV
who had received transplants was similar to that of patients infected with HIV who were receiving dialysis

and on the transplant list (85% and 89%, respectively).
The good transplant results of this group of patients
should be placed in the context of a young patient population, relatively short period of monitoring and, most
importantly, the exclusion of patients with contraindications for transplantation, among whom survival is significantly limited. Patients infected with HIV have a
markedly higher rate of kidney rejection in the first posttransplant year in comparison to transplant patients not
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infected with HIV: 31-48% vs. 12-24%, probably associated with HIV-modulated immune response and less
exposure to immunosuppressants, together with highly
active antiretroviral therapy [11].
Prevention of HIV Transmission in Dialysis Centers
Healthcare personnel should be aware of the risk of occupational exposure to blood-borne pathogens in their daily
duties. Therefore, they should be expected to fully comply
with the standard precautions to prevent exposure to blood,
other bodily fluids and tissues potentially containing
HIV and other blood-borne pathogens [16,17].
Administration of dialysis to patients infected with HIV
increases the risk of sharps injuries, particularly needlesticks. The risk of seroconversion after a needlestick involving exposure to the blood of a HIV-positive patient
is 0.3%, while the risks for hepatitis B and C are considerably higher, 2% for HCV and 6-30% for HBV [16,18-20].
HIV, like HBV and HCV, does not pass through intact
skin and the airborne transmission of this virus has not
been confirmed. Contacts via broken skin, blood splashes
on the mucous membranes and other forms of mucocutaneous incidents rarely result in seroconversion and infection [16]. In a retrospective study by Cardo et al. [19],
the risk factors increasing the transmission of HIV infection after percutaneous exposure were deep injury,
injury with a device that was visibly contaminated with
blood, injury with a device that had previously been
placed in the source patient’s vein and the death of the
source patient two months after the percutaneous incident. These factors are probably surrogate markers of
viral inoculum. Although low titer viremia may mean
lower inoculum, it does not entirely exclude the possibility of the transmission of HIV infection because the viral
load does not include the intracellular HIV. Transmission
of HIV infection from source patients with undetectable
HIV levels in the blood has been documented [20].
The first case of the transmission of HIV infection from a
patient to a healthcare worker occurred in 1984 [21]. In
1987, the US Centers for Disease Control and Prevention
(CDC) issued Recommendations for Prevention of HIV
Transmission in Healthcare Settings and for other bloodborne pathogens, in which the concept of universal precautions was introduced [22]. According to these recommendations, the blood and bodily fluids of every patient are potentially infectious and should be treated as
such. The CDC recommends compliance with the recommendations for control and prevention of blood-borne
infections issued by the United States Occupational Safety
and Health Administration (OSHA). These recommendations are regularly updated and revised according to information from recent studies and are readily available
in printed or electronic form via the CDC website [22,
23]. From 1984 to 1999, 57 healthcare workers in the
United States acquired HIV infection occupationally,
most often from needlestick incidents (84%). From 1999

3

to the end of 2013, owing to compliance with the CDC
recommendations, only one healthcare worker acquired
HIV infection occupationally (a laboratory technician
from a needle puncture while working with a live HIV
culture) [24]. In dialysis units, there have been no reported cases of the transmission of HIV among patients in
the United States but cases were reported in Argentina
(two dialysis centers), Columbia and Egypt [25]. Postexposure prophylaxis (PEP) significantly reduces the
risk of infection and is, therefore, justified whenever
possible [19,20,26].
Experiences of Other Countries in the Management
of Kidney Failure in Persons Infected with HIV
The international guidelines are largely based on the recommendations of the CDC, with certain particularities
related to the dialysis centers, equipment and type of
dialyzer.
The European Best Practice Guidelines for the Prevention and Management of HBV, HCV and HIV in Hemodialysis Patients recommend the suitable implementation
of the standard precautions for protection from the transmission of infectious agents, which has achieved a very
low risk of infection transmission. It is necessary to
screen for the presence of individual pathogens (HBV,
HCV and HIV) in all patients included in a dialysis program for the first time or when are transferred from other
dialysis centers, having obtained the patients’ prior informed consent. The isolation of patients infected with
HIV in a separate area and the use of special dialysis
machines for them are not recommended. The principles
for the prevention of the transmission of HBV infection
are also sufficient for the prevention of the transmission of HIV [27].
The most common errors in the protocol for infection
control that can lead to the transmission of infection are
the reuse of dialyzers, blood lines and the same needles
for different patients; the use of contaminated multidose
heparin vials and the use of ineffective disinfectant
(benzalkonium chloride) [28].
The recommendations of the Infectious Diseases Society
of America state that dialysis is safe for healthcare workers and patients if the recommendations of the CDC
for the prevention and control of infection are strictly
followed. Vascular access for dialysis (the placement of
endovenous catheters and the creation of arteriovenous
fistulae) should be provided for all patients, including
those infected with HIV [29].
On the other hand, in some countries, such as the Republic of South Africa, in addition to the implementation
of the standard precautions and annual screening for
the causes of infectious diseases in all dialysis patients, it
is recommended that patients infected with HIV should
be dialyzed in separate areas or rooms, although it is
not insisted on the use of dedicated machines [30].
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Croatian Recommendations for the Dialysis of
HIV-Positive Patients
At the meeting of the Board of the Croatian Society for
Nephrology, Dialysis and Transplantation (HDNDT) on
January 25, 2013, it was decided to prepare Recommendations for the Prevention of HIV Infection in Patients on
Dialysis and Healthcare Workers, in cooperation with
infectious disease specialists from the Dr. Fran Mihaljevic University Hospital for Infectious Diseases in
Zagreb, the Croatian Referral Center for the Diagnosis
and Treatment of HIV Infection. The first version of the
recommendations was published on the website of the
Croatian Society for Nephrology, Dialysis and Transplantation in April 2014, for the purpose of public debate.
Until now, HIV-positive patients have been receiving
acute dialysis at the Dr. Fran Mihaljevic University
Hospital for Infectious Diseases, University Hospital

Center in Zagreb, and the University Hospital Center
in Split, while chronic hemodialysis, in addition to the
Dr. Fran Mihaljevic University Hospital for Infectious
Diseases and University Hospital Center in Zagreb (since
2003) is also provided at the Sibenik General Hospital
(2013-2015). It may be expected that the need will
arise to provide dialysis to patients with HIV in other
centers. Therefore, the Croatian Society for Nephrology,
Dialysis and Transplantation has proposed Recommendations for the Dialysis of HIV-Positive Patients, with the
goal of preventing the transmission of HIV infection
among patients and healthcare personnel.
Based on current knowledge, literature and the authors’
experience, on behalf of the Croatian Society for Nephrology, Dialysis and Transplantation, recommendations
have been made for the dialysis of HIV-positive patients,
based on the level and degree of evidence in the guidelines presented/cited in Tables 2 and 3 [31].

Table 2. Level of Evidence in the Guidelines [adapted from 31]
IMPACT OF THE GUIDELINES
LEVEL OF
ON PATIENTS
ON PHYSICIANS
ON DECISIONS
IMPACT
The majority of patients would The recommendations should
The guidelines can be the basis
LEVEL 1
like to receive the
be applied to the majority of
for the recommended
We recommend
recommended therapy.
patients.
application.
A large number of patients
Various options can be
The guidelines should be
LEVEL 2
would like to receive the
applied; an individualized
discussed before the
We advise
recommended therapy.
approach is required.
recommendations are applied.
Table 3. Level of Evidence in the Guidelines [adapted from 31]
IMPACT OF THE GUIDELINES
LEVEL OF
QUALITY OF
SIGNIFICANCE
IMPACT
EVIDENCE
We are convinced that the actual impact is very
A
High
close to that of the estimated impact.
The actual impact is close to the estimated
B
Medium
impact but there are possible discrepancies.
The actual impact could be different from the
C
Low
estimated impact.
The estimated impact is uncertain, probably far
D
Very Low
from the actual impact.



When the need arises, it is necessary to provide
HIV-positive patient with dialysis in the vicinity
of his/her place of residence (1A).

Commentary



Renal function is impaired in over 30% of persons infected with HIV [29].
HIV-positive persons who exhibit the following
should be referred to a nephrologist:
- a significant decrease in the glomerular filtration
rate (GFR), >25%, compared to the previous value,

GFR <60 ml/min/1.73 m2 with albuminuria >300
mg/24 hours, hematuria, elevated arterial pressure
and
- GFR <30 ml/min/1.73 m2 (1C).
This group of patients should be provided with
vascular access for hemodialysis, optimally a native arteriovenous fistula [32] (1B).
It is necessary to determine the viral status of all
patients included in a hemodialysis program and
all patients transferred from other centers for hemodialysis, including HBsAg, anti-HBs, anti-HBc,
HBeAg, anti-HBe, anti-HCV, anti-HIV, and HBV
DNA screening for all anti-HBc total (IgG/IgM)
and/or anti-HBe positive patients (1A).
The viral status of all patients on hemodialysis
should be checked every six months (1C).
-

Recommendations
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Commentary on recommendations 2 and 3




It is necessary to diagnose persons infected with
HIV early, in order to initiate antiretroviral therapy
and reduce the incidence of opportunistic infections.
Early ART would also lower the risk of HIV
transmission and HIV-associated non-AIDS (HANA)
conditions as it lowers the risk of opportunistic
infections. However, when the CDC guidelines
are strictly followed, the risk of HIV transmission
is practically negligible [27]. Therefore, the recommendation of the European Renal Best Practice
is to determine anti-HIV at the beginning of dialysis treatment and when patients are to be transferred from one to another dialysis center, although
this is not necessary every six months [33,34]. The
Croatian Society for Nephrology, Dialysis and Transplantation considers that this opinion by the ERBP
working group on Kidney Disease: Improving Global
Outcomes (KDIGO) guidelines for preventing infection transmission in hemodialysis units should be
adapted to Croatian conditions. Since we believe
that there is room for improvement in the implementation of CDC guidelines in dialysis centers
and reduction of nosocomial transmission, and are
prompted by our own experiences with a large
proportion of HCV-positive patients 15 years ago,
we recommend the monitoring of the viral status
of hemodialysis patients every six months.
In HIV-positive patients, it is necessary to quantify
the viral load (HIV RNA) every six months or more
often, as needed (1C).

Commentary




HIV viremia should be determined once a year
according to the infectious diseases recommendations
(1A). However, due to the increased risk of nosocomial transmission of HIV owing to extracorporeal
circulation during the hemodialysis procedure, we
believe that it is necessary to determine the HIV
viremia of HIV-positive patients on hemodialysis
every six months. In cases of patient noncompliance
and suspected irregular intake of therapy (that
increases the possibility of developing antiretroviraldrug-resistant HIV), which can result in increased
viremia and contagiousness, HIV viremia should
be determined immediately.
HIV-positive patients should be dialyzed with a
separate hemodialysis machine (in addition to providing a backup machine in the event of breakdown)
in an isolated area. Alternatively, they can be dialyzed in an area for hemodialysis of HCV-positive
and/or HBV-positive patients (1B).

Commentary








Although the KDIGO guidelines, opinion of the
ERBP, and recommendations of the Infectious Disease
Society of America do not endorse separate hemodialysis machines for HIV-positive patients (Level
B of evidence for separate machines, Level C for an
isolated area [27-29]), cases of the transmission
of HIV among patients in the dialysis centers of
developing countries have been recorded due to
failure to comply with the CDC guidelines [35,36].
Therefore, our recommendation is that the dialysis
of HIV-positive patients should be conducted using
separate dialysis machines in isolated areas.
In the case of coinfection with HBV, hemodialysis
should be performed in a HBV-positive area, and
in the case of coinfection with HCV, in a HCVpositive area.
HIV-positive patients should be vaccinated against
HBV and HAV (1A).
Trained personnel should be provided during the
hemodialysis procedure (medical technician/nurse,
cleaning staff), together with strict compliance with
the general measures for the prevention of bloodborne infections (1A).

Commentary


The standard precautions for protection from pathogens are based on the principle that blood,
bodily fluids, excretions (except perspiration) and
mucous membranes can contain transmissible infectious agents. These precautions are designed to
protect patients and healthcare personnel, and include hand hygiene, the use of adequate protection
(gloves, masks, goggles and aseptic techniques in
order to reduce patient exposure to microorganisms),
procedures for sharps/infectious waste, spilled blood
and bedding; routine cleaning of the hospital environment and the immunization of personnel.
These measures should be especially carefully
implemented in dialysis centers, owing to extracorporeal circulation during the HD procedure (1C).
 Nevertheless, we cannot be certain that all these
measures will be implemented in their entirety [37].
 Acute hemodialysis should be performed in separate
areas of intensive care units on continuous dialysis/
hemofiltration machines (with the dialysis solution
and dialysate in a closed system) or hemodialysis
machines with a reservoir containing prepared solution for hemodialysis (Genius) (1B).
 Blood and other specimens from HIV-positive
patients in institutions, the Department of Public
Health or other public health institutions should
be transported in leak-proof PVC containers with
well fitted lids and labeled "B20". Specimens sent
outside an institution should be conveyed by me-
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dical transport, not by public transportation or mail,
in additional packaging (small wooden boxes).
There should be good and prompt cooperation with
the National Referral Center of the Ministry of
Health for the Diagnosis and Treatment of HIV
Infection (contact telephone 2826 227 or 2826 206,
e-mail: bfm@bfm.hr) for rapid diagnosis and professional assistance in case PEP is needed. In the
event of a needlestick involving the blood of a
HIV-positive patient, PEP should begin as soon as
possible, preferably within 24 hours, but no later
than 72 hours after the incident, and continue for
four weeks. Highly active antiretroviral therapy
(HAART) should be adjusted according to the
therapy being received by the HIV-positive patient
in consultation with the attending infectious disease
specialist at the Dr. Fran Mihaljevic University
Hospital for Infectious Diseases [17] (1A).

Conclusion
HIV is an important public health problem, which poses
challenges to experts and healthcare personnel in cases
of renal failure and the management of renal replacement
therapy. The majority of these patients are on hemodialysis, while a significantly smaller number are on peritoneal dialysis or have received transplants. Healthcare
personnel should be aware of the risk of occupational
exposure to blood-borne infection in their daily work,
and are expected to comply with all the measures that
can prevent their exposure to blood, other bodily fluids
and tissues that may contain potentially blood-borne
infectious pathogens. The dialysis procedure for HIVpositive patients characterized by the extracorporeal
circulation of blood presents a risk for inoculating the
virus in the event of a needlestick incident, although
the seroconversion risk after needlestick injuries is 0.3%,
while the risks of seroconversion for hepatitis B and C
are significantly higher: 2% for HCV and as high as 630% for HBV. Postexposure prophylaxis with antiretroviral therapy for four weeks significantly lowers the
risk of seroconversion even further.
Conflict of interest statement. None declared.

4.
5.

6.
7.

8.
9.
10.
11.
12.

13.
14.
15.
16.
17.
18.

19.

References
1.
2.

3.

Center for Disease Control and Prevention. Acquired immune
deficiency syndrome (AIDS): precautions for clinical and
laboratory staffs. MMWR 1982; 31: 577-580.
May MT, Gompels M, Delpech V, et al. Impact on life
expectancy of HIV-1 positive individuals of CD4+ cell count
and viral load response to antiretroviral therapy. AIDS 2014;
28(8): 1193-1202.
TEMPRANO ANRS 12136 Study Group. A trial of early antiretrovirals and isoniazid preventive therapy in Africa. N Engl
J Med 2015; 373(9): 808-822.

20.
21.
22.
23.

INSIGHT START Study Group. Initiation of antiretroviral
therapy in early asymptomatic HIV infection. N Engl J Med
2015; 373(9): 795-807.
van Sighem AI, Gras LA, Reiss P, et al. ATHENA national
observational cohort study. Life expectancy of recently diagnosed asymptomatic HIV-infected patients approaches that of
uninfected individuals. AIDS 2010; 24(10): 1527-1535.
Deeks SG, Lewin SR, Havlir DV. The end of AIDS: HIV
infection as a chronic disease. Lancet 2013; 382: 1525-1533.
High KP, Brennan-Ing M, Clifford DB, et al. HIV and
aging: state of knowledge and areas of critical need for
research. A report to the NIH Office of AIDS Research by
the HIV and Aging Working Group. J Acquir Immune Defic
Syndr 2012; 60(suppl 1): S1-18.
Ryom L, Mocroft A, Kirk O, et al. Predictors of advanced
chronic kidney disease and end-stage renal disease in HIVpositive persons. AIDS 2014; 28(2): 187-199.
Fine DM, Perazella MA, Lucas GM, Atta MG. Renal disease
in patients with IV infection: epidemiology, pathogenesis and
management. Drugs 2008; 68(7): 963-980.
Trullas JC, Mocroft A, Cofan F, et al. Dialysis and renal
transplantation in HIV-infected patients: a European survey. J
Acquir Immune Defic Syndr 2010; 55(5): 582-589.
Gathogo E, Jose S, Jones R, et al. End-stage kidney disease
and kidney transplantation in HIV-positive patients. J Acquir
Immune Defic Syndr 2014; 67(2): 177-180.
Natov SN, Murthy BVR, Pereira BJG. Hepatitis and human
immunodeficiency virus infection in end-stage renal disease
patients. In: Henrich WL, ed. Principle and practice of dialysis,
3rd ed., Lippincott Williams & Wilkins. PhiladelphiaBaltimore-New York-London-Buenos Aires-Hong KongSydney- Tokyo.2004; 323-351.
Ahuja TS, O`Brien WA. Special issues in the management
of patients with ESRD and HIV infection. Am J Kidney Dis
2003; 41: 279-291.
Sheridan AM. Deputy Editor, Nephrology UpToDate. Human
immunodeficiency virus and dialysis. http://www.uptodate.com/
contents/human-immunodeficiency-virus-and-dialysis 2014.
Fabrizi F, Lunghi G, Ponticelli C. Epidemiology of human
immunodeficiency virus (HIV) infection in dialysis: recent
insights. Int J Artif Organs 2001; 24: 425-433.
Gerberding JL. Management of occupational exposures to
bloodborne viruses. N Engl J Med 1995; 332(7): 444-451.
Civljak R, Begovac J. Occupational Exposure of Healthcare
Personnel to Bloodborne Infections. Infektol Glasn 2003;
23(4): 183-188.
CDC. Updated U.S. Public Health Service. Updated U.S.
Public Health Service Guidelines for the Management of
Occupational Exposures to HBV, HCV and HIV and Recommendations for Postexposure Prophylaxis. MMWR
Morb Mortal Wkly Rep 2001; 50: 1-52.
Cardo DM, Culver DH, Ciesielski CA, et al. A case-control
study of HIV seroconversion in health care workers after
percutaneous exposure. Center for Disease Control and
Prevention Needlestick Surveillance Group. N Engl J Med
1997; 337(21): 1485-1490.
Gerberding JL. Clinical practice. Occupational exposure to
HIV in health care settings. N Engl J Med 1997; 348(9): 826-833.
Anonimo. Needlestick transmission of HTLV-III from patient
infected in Africa (Editorial). Lancet 1984; 2(8416): 1376-1377.
Centers for Disease Control and Prevention. Recommendations
for prevention of HIV transmission in health-care settings.
MMWR 1987; 36(suppl 2): S1-S18.
CDC. National Institute for Occupational Safety and Health.
NIOSH Alert: Preventing needlestick injuries in health care
settings. DHHS (NIOSH) Publication No. 2000-108/1999.

7

Gulin M. et al.

24. Joyce PM, Kuhar D, Brooks JT. Notes from the field:
Occupationally acquired HIV infection among health care
workers-United States, 1985-2013. MMWR 2015; 63(53):
1245-1246.
25. Tokars JI, Alter MJ, Miller E, et al. National surveillance
of dialysis associated disease in the United States, 1994.
ASAIO J 1997; 43(1): 108-109.
26. Jagger J, De Carli G, Perry J, et al. Occupational exposure to
bloodborne pathogens: epidemiology and prevention. In: Wenzel
RP, ed. Prevention and control of nosocomial infections. 4th
ed., New York: Lippincott, Williams & Wilkins 2003.
27. European Best Practice Guidelines Expert Group on
Hemodialysis, European Renal Association EBPG for HD
Part 1. VI.6 Prevention and management of HBV, HCV
and HIV in HD patients. Nephrol Dial Transplant 2002;
17(suppl 7): S78-S81.
28. Kidney Disease: Improving Global Outcomes (KDIGO).
KDIGO clinical practice guidelines for the prevention,
diagnosis, evaluation and treatment of hepatitis C in chronic
kidney disease. Kidney Int 2008; 73(Suppl 109): S1-S99.
29. Gupta SK, Eustace JA, Winston JA, et al. Guidelines for the
management of chronic kidney disease in HIV-infected
patients: recommendations of the HIV Medicine Association
of the Infectious Disease Society of America. Clin Infect
Dis 2005; 40: 1559-1585.
30. Moosa MR, Naicker S, Naiker I, et al. Guidelines for the
Optimal Care of Patients on Chronic Dialysis in South Africa.

31.

32.

33.
34.
35.

36.
37.

Cape Town: Subcommittee of the South African Renal
Society (SARS), 2006.
Racki S, Basic-Jukic N, Kes P, et al. Treatment of anemia
in chronic kidney disease-position statement of the Croatian
Society for Nephrology, Dialysis and Transplantation and
review of the KDIGO and ERPB guidelines. Acta Med
Croatica 2014; 68: 215-221.
Lucas GM, Ross MJ, Stock PG, et al. Clinical Practice
Guideline for the Management of Chronic Kidney Disease
in Patients Infected with HIV: 2014 Update by the HIV
Medicine. Clin Infect Dis 2014; 59(9): e96-e138.
Velandia M, Fridkin SK, Cardenas V, et al. Transmission
of HIV in dialysis centre. Lancet 1995; 345: 1417-1422.
Perez GO, Ortiz C, De Medina M, et al. Lack of transmission
of human immunodeficiency virus in chronic hemodialysis
patients. Am J Nephrol 1988; 8: 123-126.
Leads from the MMWR. Update: universal precautions for
prevention of transmission of human immunodeficiency
virus, hepatitis B virus, and other bloodborne pathogens in
health-care settings. JAMA 1988; 260: 462-465.
CDC. HIV transmission in a dialysis center-Colombia, 19911993. MMWR 1995; 44: 404-402.
Arenas Jimenez D, Sanchez-Paya J, Gonzales C, et al. Audit
on the degree of application of universal precautions in a
haemodialysis unit. Nephrol Dial Transplant 1999; 14: 1001-1003.

