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NHS BLOOD AND TRANSPLANT 
ORGAN DONATION & TRANSPLANTATION DIRECTORATE 

 
MINUTES OF THE MEETING TO DISCUSS HLA TYPING OF DECEASED DONORS   

HELD ON WEDNESDAY, 20 APRIL 2011 
AT ODT, BRISTOL 

 
PRESENT:      
 Prof James Neuberger Co-Chair 
 Dr Sue Fuggle Co-Chair 
 Mr Argiris Asderakis  Cardiff Transplant Centre & DH Wales representative 
 Dr Martin Ashton-Key National Commissioning Group 
 Prof Robert Bonser Chair of Cardiothoracic Advisory Group 
 Prof Andrew Bradley Chair of Kidney Advisory Group 
 Dr Diane Corrigan DH Northern Ireland representative (via telecon) 
 Dr Martin Donnelly DH Northern Ireland representative (via telecon) 
 Prof Phil Dyer Scientific Advisor, Scotland 
 Dr Andrea Harmer BSHI representative 
 Dr Susan Martin BSHI representative 
 Mr David Mayer National Clinical Lead for Organ Retrieval 
 Mr Darius Mirza Chair of Bowel Advisory Group 
 Mr John Richardson SNOD Regional Manager representative  
 Dr Paul Sinnott BSHI representative  
 Dr Craig Taylor BTS representative  
 Mr Christopher Watson  BTS representative 
 Mrs Ann Yates Duty Office Manager 
  
In attendance: Mrs Kathy Zalewska  Corporate Services Officer, ODT – Secretary 
     

  ACTION 
1 APOLOGIES  
   
1.1 Apologies were received from Prof Peter Friend, Dr Edmund Jessop, 

Ms Caroline Lewis, Dr Paul Murphy, Ms Triona Norman, Mr Keith Rigg, 
Mr Chris Rudge, and Mr Will Scott   

 

   
2 AIMS OF THE MEETING  
   
2.1 • To bring together all interested parties to identify solutions to delays 

in obtaining donor HLA types. 
• To develop a national specification for efficient HLA typing, to be 

supported by professionals primarily through the BTS and BSHI.   

 

   
3 SPECIFICATION FOR THE PROVISION OF DECEASED DONOR 

HLA OFFER TYPING 
 

 A draft specification was received for discussion and recommended 
revisions are recorded below as well as in minutes 3.1 to 3.5: 
Opening paragraph, last sentence to read: “Timely reporting of donor 
HLA typing to the Duty Office is critical for the allocation of these 
organs and for all organs transplanted on the basis of a virtual 
crossmatch, in order to keep cold ischaemia times to a minimum.” 
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  ACTION 
3.1 Accreditation  
3.1.1 Discussion points: 

• CPA accreditation applies to all laboratories.  EFI accreditation 
deals specifically with details of the histocompatibility testing and 
includes quality management. 

• NHSBT does not currently require laboratories to be either CPA or 
EFI accredited although all laboratories will have at least one of 
these.   

• The BTS guidelines form a specific standard as part of EFI 
accreditation.   

• CPA forms part of the UKAS accreditation service as recognised by 
the Department of Health. 

• Discussion is taking place between EFI and UKAS to bring both 
systems together.   

• ESOT is seeking that all laboratories within the EU be EFI 
accredited.   

• There are 18 EFI accredited laboratories in the UK.  Those 
laboratories solely providing services for solid organ transplantation 
are not necessarily EFI accredited. 

Following discussion of the above points it was agreed that the 
following statement should form part of the specification: 
“To provide an H & I service in support of deceased donor HLA typing 
in the UK a laboratory should have CPA and EFI accreditation, but 
either is acceptable.” 

 

   
3.2 Staffing  
3.2.1 Discussion points: 

• Availability must be 24/7. 
• Possibility of laboratories ‘buddying up’. 
• The issue does not just relate to typing for deceased donor HLA 

offers.  Two thirds of out of hours work is related to recipient cross-
matching and recipient selection and to giving advice to colleagues 
re suitability for transplantation in a local context.   

• Taking responsibility for decisions in other areas of the country 
would be difficult in terms of clinical governance responsibilities.   

• This would only be possible for NHSBT laboratories, which share a 
computerised database.   

The following statement was agreed as part of the specification: 
“As required by CPA accreditation, a Consultant Clinical Scientist, or 
medically qualified Consultant, possessing FRCPath in 
Histocompatibility and Immunogenetics (H&I), or equivalent H & I 
specialist training, must be available 24/7. The laboratory must be 
adequately staffed by HPC registered Scientists and support staff.  The 
H & I laboratory must have a robust 24/7 on-call service able to cater 
for staff leave and absences.”   
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  ACTION 
3.3 SERVICE REMIT  
3.3.1 • Once consent/authorisation has been obtained, potential donors will 

be HLA typed before it is known whether they will become actual 
donors or before recipients are identified.   

• HLA typing should commence from the moment that consent/ 
authorisation has been obtained.   

The specification should state: 
“The laboratory will be responsible for HLA typing, once consent/ 
authorisation has been obtained, of all potential deceased organ 
donors within the designated region and must be able respond to 
accommodate the increase in activity and the time constraints 
associated with the increasing numbers of donors after circulatory 
death.” 

 

   
3.4 CLINICAL LIAISON  
3.4.1 • Interactions should include the ODT Duty Office  

• When the revised specification is completed this will be circulated to 
BSHI, BTS, and Advisory Groups.  It will also be circulated widely 
throughout NHSBT, including SNODs.  The current document is 
written as a laboratory provision and should be widened to cover the 
responsibilities of SNODs in the process and clarify who is 
responsible for each step of the pathway.   

It was agreed that the specification should include: 
“There must be effective interaction between the H & I scientist and the 
SNOD/NORS teams, clinical teams and the ODT Duty Office.  H & I 
Consultant level advice must be available 24/7 for interaction with the 
teams, where necessary.” 

 

   
3.5 Service  
3.5.1 The following statements were agreed as part of the specification: 

a)  “The laboratory must have the capability for deceased donor HLA 
 typing using peripheral blood, lymph node or spleen.  To minimise 
 delays in organ allocation, donor HLA typing must be performed 
 using peripheral blood obtained once consent/authorisation has 
 been obtained and before commencing the donor operation.” 
b) “Deceased donor HLA typing must commence immediately the 
 donor specimens arrive at the laboratory.” 
c) “HLA typing must comply with the ODT ‘Minimum resolution for HLA 
 typing’, to include HLA DP.”    
 Discussion: It was agreed that, attached to this specification should 
 be a minimum resolution for HLA typing and that should include DP.  
 In the future there may be scope for developing the repertoire even 
 further.   
d) “HLA typing results should be available within 4 hours of 

commencement of processing of sample; exceptions must be fully 
reviewed and documented.”  

e) “All deceased donor HLA typing results must be reviewed and 
verified by an HPC registered scientist before sending to the ODT 
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  ACTION 
Duty Office.” 
Discussion: It is important that all communication goes via the ODT 
Duty Office and not directly between the laboratory and recipient 
centre.  This is the safest approach to avoid miscommunication. 
There are concerns about the potential for delay during times when 
Duty Officers are busy placing organs.  This will be discussed later 
during discussion on the process pathway.   

f)  “There must be robust processes in place to avoid transcription 
errors.” 

   
4 Process pathway  
   
4.1 Consent/authorisation: 

• At the point of referral of the donor the ODR should be checked.  If 
the donor is on the ODR the SNOD should take the bloods for HLA 
and virology testing prior to discussion with the family; if not, bloods 
should be taken immediately after discussion with the family has 
taken place and consent/authorisation obtained.   

• Tests should not be conducted before consent/authorisation has 
been obtained.  

• If the family does not give consent/authorisation then the bloods 
should be disposed of.   

• Each SNOD team should be aware of the requirements of the 
laboratories with which they work in terms of blood volumes and 
blood containers.   

Transport of blood samples: 
• The SNOD should take the blood sample and, in the majority of 

cases, call transport to obtain estimated arrival and journey times.  
The transport of bloods is not covered in the SLA, although from 
August 2011 the new tender agreement for transporting bloods will 
be included within the SLA, with transport arriving within 50 minutes 
of activation. 

• J Richardson would liaise with K Morgan re inclusion in the 
specification such issues as agreeing designated drop-off points 
where specimens should be delivered within hospitals.    

• The SNOD should ring the designated on-call laboratory/scientist 
once the samples have been collected so that the laboratory is 
aware they have been collected and to be made aware of the 
agreed drop-off point.   

• Virology and HLA bloods should be transported together with 
neither having priority over the other.  Reference should be made to 
the SOP in terms of how bloods should be transported, ie not in 
brown envelopes.   

• S Fuggle to liaise with R Johnson on the location of the HLA typing 
laboratories in order for these to be mapped against the location of 
donor hospitals.  This may help to reduce the time variables 
currently experienced in transporting samples.   

• Immediately the SNOD is aware that a donation will not be going 
ahead they should advise the relevant laboratory.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Richardson 
 
 
 
 
 
 
 
 
 
 

S Fuggle 
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  ACTION 
Processing of blood samples at the laboratory: 

• On arrival at the laboratory the HLA typing takes place.  The 
laboratory should telephone the Duty Office to inform them that the 
type is being faxed across.  Currently this is either handwritten or 
typed.  The preferred method of choice in order to avoid errors in 
communication would be to enter the information directly on to EOS 
and it was recommended that this option be prioritised within 
NHSBT.  In the meantime an electronic version of the National 
Transplant Database HLA report form (TT1) has been developed 
and will be available to be downloaded.  This will enable the result 
to be typed in, thus reducing the margin of error in misinterpretation 
of handwritten data.  Some laboratories have replicated this form on 
to the systems within their laboratory.  EOS access may need to be 
extended to HLA scientists and consultants.  

• ODT Duty Office should inform the recipient co-ordinator via EOS, 
following which the recipient is selected. 

 
Funding and resources:  

• There is no specific funding for HLA testing within NHSBT and there 
is variation between recipient centres and donor hospitals as to 
which funds virology testing. NHS CSS, formerly NCG, needs to 
work with NHSBT to help resolve the problem.  It is likely that 
laboratories have increasingly been absorbing the increasing costs.   

• There are concerns that funding for Trusts to carry out this type of 
work is rarely allocated to the laboratories.   

• HLA typing should be seen as a retrieval cost which is centrally 
funded initially and cross-charged to follow the organs. 

• If extra revenue could be channelled via NHSBT as part of the 
donor reimbursement to account for the HLA testing then NHSBT 
could reimburse the donor hospital and the HLA laboratories could 
invoice the donor hospital for the HLA testing.  This proposal was 
agreed in principle but would require work on tariffs to assess the 
actual cost of HLA typing, including on-call costs.   

• NHSBT, in conjunction with DH and NHS CSS, would lead on 
developing a financial model to provide evidence that testing of non-
proceeding donors is justified as well as the need for increased 
funding due to increased activity. 

• It was recognised that many things have changed to improve the 
process from a patient’s point of view but that commissioners were 
unaware of these changes and the resulting financial implications.   

• Northern Ireland – Work will need to take place on reviewing 
resources and funding in order to meet any agreed standards 
arising from this work.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

J Neuberger/   
D Mayer/          

M Ashton-Key 
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  ACTION 
5 NEXT STEPS  
   
5.1 Summary of next steps:  

1) Revision of the ‘Specification for the provision of deceased donor 
HLA offer typing’ document to incorporate recommendations from 
today’s meeting. 

2) Develop a proposed pathway and incorporate the specification.   
3) Circulate the revised document to this group for comment. 
4) Liaison with relevant parties to work towards resolving funding 

issues. 
5) Circulate a proposal to BSHI, BTS, NHSBT (inc AG Chairs). 
6) Review of progress in 6 months’ time (possible telecon late 
 Nov/early Dec).  

 
 
 
 

J Neuberger/    
S Falvey 

 
 
 

   
   
   
   
Organ Donation & Transplantation Directorate May 2011 

 


