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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE CTAG SUB GROUP SENSITISATION MEETING  
HELD ON WEDNESDAY 21 NOVEMBER 2012 

AT THE SOCIETY OF CHEMICAL INDUSTRIES, LONDON 
 

PRESENT:  
Jayan Parameshwar    Chair – Consultant, Papworth Hospital, Cambridge 
Martin Carby    Consultant Physician, Harefield Hospital 
John Dark    Chair of Cardiothoracic Advisory Group 
Matthew Fenton   Consultant Cardiologist, Great Ormond Street Hospital 
Sue Fuggle  Consultant CS, Scientific Advisor, NHSBT 
Martin Howell  Consultant CS, Head of H&I Laboratory, Newcastle, NHSBT 
Ann-Margaret Little  Consultant CS Head of H&I Laboratory, Glasgow 
Susan Martin   Consultant CS Head of H&I Laboratory, Manchester 
Gareth Parry    Consultant Cardiologist, Freeman Hospital, Newcastle 
John Smith  Consultant CS Head of H&I Laboratory, Harefield, BSHI  
                                                           representative to CTAG 
Craig Taylor  Consultant CS, Head of H&I Laboratory, Addenbrooke’s  
                                                                                                                                       Hospital 
 
APOLOGIES: Apologies were received from Mohamed Al-Aloul, David Briggs and Paul Sinnott. 
 
IN ATTENDANCE: Jacqui Sanders - Secretary (NHSBT) 
       
   ACTION 
  1 WELCOME AND BACKGROUND  
  1.1 Members were welcomed by the chair.   

The group previously met in June 2011 and a background document 
was circulated to all members reminding them of the system for 
reporting the level of anti-HLA antibodies in potential transplant 
recipients and a method of incorporating the data in risk stratification 
that was approved by CTAG in September 2011.  
 
A survey (March 2012) revealed that not all units had introduced the 
system and Manchester and Birmingham had not implemented as of 
September 2012, but Manchester reported at CTAG in September 2012 
that they had just altered their practice. 
 
The objective of the meeting was to discuss whether we could better 
risk stratify patients on the list, and devise a system to enable 
sensitised patients to access donor cardiothoracic organs without 
excessive risk. 

 

   
  2 DECLARATIONS OF INTEREST IN RELATION TO THE AGENDA – 

CTAGSENS(12)1 
 

  2.1 There were no declarations of interest.  
   
  3 OUTLINE OF CURRENT GUIDELINES  
  3.1 J Smith provided a presentation consisting of 3 parts: 

1. Overview outlining the reasons behind the need for the CTAG 
document and an update on implementation. 

2. Terminology and how to use cRF. 

3. Waiting list / virtual cross-match analysis. 

An overview and update of the reasons behind the need for the CTAG 
document for sensitised patients was provided alongside a brief 
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overview of the guidelines as they stand.  A retrospective analysis of 
transplants performed from 1991 to 2005 indicated that patients 
transplanted against DSA with MFI>5000 had very poor survival in both 
heart and lung transplantation confirming that the risk level stratification 
for high risk was probably at a suitable level. 

The current situation was presented with five of the six H&I laboratories 
supporting cardiothoracic transplantation changing their reporting 
procedures including reporting the differential risk levels / MFI for the 
antibody risk levels.  This information was available ‘on call’.  However, 
only 1 centre had discussed and formulated plans for treatment options 
when transplanting against low / intermediate DSA levels.  To date, 3 
centres (Newcastle, Papworth and Manchester) have performed 
transplants using the risk assessment set out in the guidelines. 

Slides re-emphasised some of the terminology used and how this can 
be used in conjunction with the risk stratification. 

1. A sensitised patient is someone with detectable HLA antibodies.  
Being sensitised does not necessarily mean that it is difficult to 
find a suitable donor. 

2. %cRF – calculated reaction frequency – the proportion of 
potential deceased donors with HLA antigen(s) to which 
antibodies have been detected.  It is important that the %cRF is 
used with the risk stratifications. 

3. Unacceptable antigens – under the guidelines until a donor is 
available the only truly unacceptable donor antigen is for 
antibody with MFI>5000. 

Examples were provided of how the cRF can be useful under the 
guidelines and 2 patients with the same HLA antibody profile were 
shown.  The overall cRF was 66%.  Patient 1 had antibodies all with 
MFI>5000 whilst patient 2 had MFIs all below 1000.  Using the risk 
stratification, clearly patient 1 had high levels of antibodies and the cRF 
remained at 66% for antibodies with MFI>5000, whilst patient 2 had a 
cRF of 0% for antibodies with MFI>5000. 

Therefore cRF levels reported by H&I laboratories should be: 

1. All antibodies 

2. Antibodies with MFI>2000 

3. Antibodies with MFI>5000 

Evidence shows that 44% of patients waiting for a heart transplant and 
55% of patient waiting for a lung transplant within UK adult centres are 
sensitised.  Values range from 18% to 66% for hearts and from 38% to 
78% for lungs at individual centres.  The rate of transplanting sensitised 
patients is 27.9% for all centres which despite being encouraging is well 
below the percentage of sensitised patients  on the waiting list.  The 
numbers of patients with cRF above 50% (those potentially difficult to 
find a donor for) on waiting lists is approximately 20% for hearts and 
25% for lungs.  For these patients, HLA antibodies are a significant 
barrier to transplantation. An analysis of virtual cross-matching from 
Harefield was presented.  From 166 donors where a virtual cross-match 
was performed for at least one sensitised patient a positive virtual 
cross-match was found in only 19% of cases, 32% had a negative 
virtual cross-match and the transplant was performed.  In 49% there 
was a negative virtual cross-match but this did not lead to 
transplantation.  Also for 166 donors the HLA type was available within 
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10 minutes for 75%, which rose to 84% within 30 minutes suggesting 
that the time taken to get the donor HLA type does not lead to 
considerable delays. 

From these 166 donors, 274 virtual cross-matches were performed of 
which 62% were negative.  Furthermore, 83% of the patients had at 
least one negative virtual cross-match. 

Members recognised that 28% of transplants performed are for 
sensitised patients but that prospective laboratory cross-matching takes 
time and would not be possible for many donors. Some highly 
sensitised patients with cRF 95% and others with a lower cRF but other 
factors (e.g. Blood Group O, large size,) are very unlikely to receive a 
transplant.  

   
  4 DISCUSSION OF THE CIRCULATED PAPER – CTAGSENS(12)2  
  4.1 Members discussed the circulated paper and relevant practice in other 

centres provided: 

Cleveland Clinic     MFI 4000 predicts positive T-cell crossmatch 

                                Lower may predict positive B cell crossmatch 

Los Angeles            Transplant when MFI <5000  

                                Avoid when MFI >5000 and C1q positive 

Pittsburg                  Transplant but treat MFI <5000 with 
Plasmapheresis + IVIg 

Alabama                  Transplant MFI<5000, and treat postTp as required. 

J Smith stated that education of teams within centres is necessary. 

J Dark asked whether it would be possible to standardise the treatment 
of sensitised patients between centres so that analysis of outcomes 
would have fewer variables.  It was felt that this would be difficult to 
achieve but it would be useful to survey centres to establish current 
practice. 

It was agreed that post transplant HLA antibody monitoring would be 
performed at one week, one month, three months and one year in 
sensitised patients. 

S Fuggle reported that there is currently a national Antibody 
Incompatible Transplant Registry for renal transplants hosted by 
NHSBT and that it should be possible to collect data on cardiothoracic 
transplants using the same system.    S Fuggle will work with John 
Smith to take this proposal to NHSBT (J Neuberger) and will feed back 
to the group. 

There was discussion about refining current testing with complement 
fixation tests; the consensus was that there was no reliable standard 
test at present.  There was also a discussion about performing a CDC 
assay in some patients; at least some centres felt this was impractical 
and unlikely to be helpful. 

It was agreed that in individual patients at high risk (e.g. those on the 
urgent waiting list for a heart, ECMO for a lung), it would be reasonable 
for clinicians to transplant across antibodies with a MFI < 5000.  This is 
unlikely to lead to hyperacute rejection; there may be a higher risk of 
acute rejection or of “chronic rejection”.  A retrospective cross match will 
of course be performed in all patients and if positive therapy directed at 
reducing antibody levels can be instituted.                

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

S Fuggle 
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Members agreed that a statement will be drafted and circulated for 
approval by mid December 2012. 

 

 

  5 FOR INFORMATION ONLY  
  5.1 Minutes of the previous meeting held on Wednesday 22 June 2011 

– CTAGSENS(M)(11)1(Am)2 
 

 The minutes were accepted as a true record of the meeting.  
   
  6 ANY OTHER BUSINESS  
  6.1 There were no items for discussion.  
   
  7 DATE OF NEXT MEETING  
  7.1 To be agreed.  

Organ Donation and Transplantation November 2012 
 


