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NHS BLOOD AND TRANSPLANT 
 

MINUTES OF THE CTAG SUB GROUP SENSITISATION MEETING  
HELD ON WEDNESDAY 22 JUNE 2011 

AT ODT, BRISTOL 
 
 

PRESENT:  
         
Jayan Parameshwar  Chair – Consultant, Papworth Hospital, Cambridge 
Mohamed Al-Aloul   Consultant Physician, Wythenshawe Hospital, Manchester 
David Briggs  Consultant CS, Head of H&I Laboratory, Birmingham, NHSBT 
Martin Carby    Consultant Physician, Harefield Hospital 
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 
Sern Lim    Clinical Lecturer, Sandwell and W. Birmingham Hospital 
Ann-Margaret Little  Consultant CS Head of H&I Laboratory, Glasgow 
John Payne  Consultant Physician, Golden Jubilee National Hospital,  
         Glasgow 
Gareth Parry    Consultant Cardiologist, Freeman Hospital, Newcastle 
Marlene Rose   Consultant CS, Professor of Immunology, Harefield Hospital 
Stephen Sheldon  Deputy for Susan Martin, Manchester Royal Infirmary 
Paul Sinnott  Consultant CS, Head of Laboratory, Royal London Hospital 
John Smith  Consultant HCS, Head of Tissue Typing, Harefield Hospital 
Craig Taylor  Consultant CS, Head of H&I Laboratory, Addenbrooke’s  
                                                                                                                                       Hospital 
 
IN ATTENDANCE: Kamann Huang   Secretary (NHSBT) 
       
   ACTION 
 APOLOGIES:  
 Apologies were received from Susan Martin.  
   
  1 Background  
   
  1.1 At the CTAG meeting in September 2010, it was highlighted that 

patients with antibodies to multiple HLA antigens pose a major 
problem to all transplant centres.  Some patients are being turned 
down by one centre and are accepted by another; there was also 
concern that all labs/centres may not be expressing results in the 
same way.  In addition, the current solid phase assays had resulted in 
30 to 40% of patients being sensitised (including patients with no 
known sensitising events) and the presence of such antibodies is now 
a significant factor in determining prognosis of these patients.   
The CTAG working group has been set up to discuss the issues 
around sensitization with one representative from each H&I laboratory 
and each centre in attendance, with Dr Parameshwar as the Chair. 
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  2 Objectives of the meeting  
   
  2.1 The two objectives of the meeting are to: 

1. Achieve commonality in reporting antibody specification results 
of antibody screening by all H and I labs. 

2.  Agree the best way of incorporating current antibody data to 
assist risk management of patients. 

 

   
  3 Introduction  
   
  3.1 Members were presented with a paper “HLA specific antibodies in 

cardiothoracic transplantation: Standardisation of testing, reporting 
and crossmatch protocols in the UK” prepared by the H and I 
representatives for the meeting. 
D Briggs outlined to members how pre-transplant antibodies are an 
indication of risk in recipients.  All the laboratories use commercial 
bead assays to screen and characterise HLA specific antibodies, but 
the difficulty is in terms of an evidence base for standardising 
reporting the data. 
A case was highlighted of a heart and kidney patient who had 
undergone an antibody test in different centres to try and obtain a 
lower result and had received differing results.  It was commented 
that possible reasons are that antibodies can change over time, 
results are given in the context of the organ to be transplanted and 
renal centres may have a higher threshold for a positive result.  
The perception was that writing a guidance paper would not be the 
best way forward.  There is very little published data about HLA 
specific antibodies in cardiothoracic transplantation so understanding 
needs to be gained from the kidney transplant field.  Collective data 
held currently by the individual UK centres is insufficient. 
By having representation from all the H&I labs and centres at the 
meeting, it is hoped that some conclusion can be reached on 
standardisation for criteria for positive antibody specificities and on 
risk stratification i.e. what is deemed to be a high risk, moderate risk 
and a low risk. 

 

   
  4 Is there a level of sensitisation at which we should not list 

patients for thoracic organ transplantation? 
 

   
  4.1 Following discussion it was agreed that individual transplant centres 

would make the decision whether to register a sensitised patient on 
the waiting list.   
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  5 What level of antibody (Mean Fluorescence Intensity, MFI) is 

considered “positive”? 
 

   
  5.1 Bead assays (i.e. Luminex) have largely replaced the CDC assay for 

the specification of antibodies.  There are variations in test 
performance due to identifiable parameters that influence estimates of 
antibody levels (MFI).  There has been little work done to establish 
the risk of a given level of antibody.  There is variation between 
batches of beads and current technology may also result in non-
specific binding. 
J Parameshwar, commenting on the circulated document asked why 
an MFI >2,000 was chosen as the minimal risk level.  D Briggs 
reported that the value was drawn from the risk levels used in renal 
transplantation and probably represents a level which will result in a 
positive flow cytometry crossmatch. 
J Parameshwar asked if using a threshold of MFI >3,000 would make 
a significant difference in the number of sensitised patients.  
Representatives of the H and I labs felt 2000 would be preferable as a 
cut-off although it was agreed that this was a conservative position. 

 

   
  6 How should results be expressed?  
   
  6.1 S Fuggle suggested applying the ODT cRF tool and using it to 

calculate antibody compatible donors within the donor pool (cir. 
10,000 donors) using specificities defined at different levels of risk. 
This would give the number of antibody compatible donors for that 
patient and would inform the management of that patient.     
Members agreed to insert an additional point after the MFI risk levels 
on page 6 of the paper presented: 
“Report cRF using the NHSBT algorithm at the different levels of 
risk”. 
A MFI value of 5,000 or 2,000 can be used as an example.  Work out 
the calculated reaction for each risk level, (<2000, 2000-5000 and 
>5000) if you have a high cRF, but all are low level, one ,may wish to 
go ahead with transplantation with a suitable treatment plan in place.  
Report all the specificities for the two values.  This gives the 
treating physicians to determine the level of risk which is acceptable 
for a patient (i.e. ambulant, at home vs inotrope dependent). 
A broad based algorithm is: 
Chance of any donor = product of cRF x threshold of 
compatibility of the blood group. 

 

   
  7 What should we do about Luminex positive but CDC negative 

patients? 
 

   
  7.1 GOSH rely mostly on the CDC assay and not Luminex, however  

most H and I labs do not perform the CDC test often enough for it to 
be used in practice.  The Harefield lab has used a complement 
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fixation test (C4d) assay) to add discrimination to the Luminex assay 
but this is not a standard approach.  
The clinicians present felt a CDC test would be useful as it may be 
appropriate to ignore Luminex positive but CDC negative antibodies 
in patients who were on the urgent list and whose prognosis was very 
poor in the short-term without a transplant.  It would appear that most 
Labs are performing the CDC assay very frequently now and the test 
is not robust enough to meet current standards.  

  8 Can we use the same thresholds for heart transplants and lung 
transplants? 

 

   
  8.1 J Parameshwar asked members if the threshold for a “positive” result 

should be the same for heart and lung transplants.  It was agreed that 
the same risk thresholds should be used for both organs. 
Frequency of testing 
Following discussion, members agreed that frequency of testing for 
sensitised patients would be every three months.  For non sensitised 
patients screening would be repeated every six months and not every 
three months as suggested by the BSHI paper on the subject last 
year. 
There was discussion as to how to handle the patient who was 
sensitised at initial evaluation but in whom antibodies were 
subsequently not detected.  It was commented that once the antibody 
disappeared the patient was in a lower risk group.  Antibodies that 
develop after pregnancy are less likely to decrease/disappear with 
time. 
The minimum standard for the monitoring of donor specific antibodies 
in high risk post-transplant patients would be a test at 7-10 days, one 
month and then as clinically indicated. 
Members agreed to the following definitions for the perception of risk: 
High risk – very early acute rejection/early graft failure: MFI >5,000 
Intermediate risk – MFI 2,000 – 5,000 
Low risk – possibility of increased acute rejection: MFI <2,000 
Baseline risk - no detectable antibody 
It was agreed that information about antibodies should be collected in 
the UK for thoracic organ transplant patients.  This would need to be 
approved by CTAG before funding can be applied for. 
It was agreed that the discussion at this meeting would be converted 
into a document for CTAG and that antibody definition and risk 
stratification of sensitised patients would be revisited in 2 years. 
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