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This review outlines the development of human leukocyte antigen (HLA) antibody detection assays and their use in organ transplantation in both antibody screening and crossmatching. The development of sensitive solid phase assays such as the enzyme-linked immunosorbent assay technique, and in particular the bead-based technology has revolutionized this field over the last 10–15 years. This revolution however has created a new paradigm in clinical decision making with respect to the detection of low level pretransplant HLA sensitization and its clinical relevance. The relative sensitivities of the assays used are discussed and the relevance of conflicting inter-assay results. Each assay has its advantages and disadvantages and these are discussed. Over the last decade, the bead-based assay utilizing the Luminex® fluorocytometer instrument has become established as the “gold standard” for HLA antibody testing. However, there are still unresolved issues surrounding this technique, such as the presence of denatured HLA molecules on the beads which reveal cryptic epitopes and the issue of appropriate fluorescence cut off values for positivity. The assay has been modified to detect complement binding (CB) in addition to non-complement binding (NCB) HLA antibodies although the clinical relevance of the CB and NCB IgG isotypes is not fully resolved. The increase sensitivity of the Luminex® bead assay over the complement-dependent cytotoxicity crossmatch has permitted the concept of the “virtual crossmatch” whereby the crossmatch is predicted to a high degree of accuracy based on the HLA antibody specificities detected by the solid phase assay. Dialog between clinicians and laboratory staff on an individual patient basis is essential for correct clinical decision making based on HLA antibody results obtained by the various techniques.
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INTRODUCTION

Rejection of solid organ allotransplants can be cellular or antibody mediated. In the majority of cases the rejection reaction is directed at human leukocyte antigens (HLAs) expressed on the cells of the transplanted organ. While there is no routine test which can be applied to determine the cellular immune status of potential transplant recipients, the detection of HLA antibodies, particularly those directed at the HLAs of the donor has been at the forefront of donor–recipient histocompatibility testing since transplantation became a clinical reality.

The determination of antibody status is one of the most important investigations that is undertaken in potential organ transplant recipients. While levels of HLA incompatibility can be tolerated due to the quality of immunosuppressive drugs that are now available, the presence of antibodies in the recipient specific for HLA incompatibilities present in the donor can be devastating to the graft.

The first organ transplanted on a routine clinical basis was the kidney and a great deal of lessons we have learned about the impact of HLA antibodies on transplanted organs was learnt during the formative years of clinical renal transplantation.

The pretransplant crossmatch which involves testing the recipient’s serum for cytotoxicity against the donor cells (lymphocytes) was introduced into the testing algorithm in the 1960s in the early days of renal transplantation (1, 2). The test which relies on the detection of complement-dependent cytotoxicity (CDC) is performed in small microtiter trays. The patient’s serum and donor cells are mixed together, rabbit serum as a source of complement is added and lysis due to antibodies in the recipient specific for the donor cells is detected. The crossmatch test is still an essential component of immediate pretransplant testing for all organ transplants and is known as the microlymphocytotoxicity test. A modified form of this test was also used to screen patients’ sera for HLA antibodies and to determine specificity. This method with modifications was the basis of HLA antibody screening for nearly three decades but has been replaced in recent years with more sensitive and reproducible assays of antibody activity. The evolution of HLA antibody testing and the associated laboratory and clinical issues that have arisen with the use of this new technology forms the basis of this review. Although renal transplantation is the basis for many of the lessons we have learned using the new methods of antibody detection, they apply equally to other forms of solid organ transplantation.

HLA ANTIBODY DETECTION ASSAYS

Complement-Dependent Cytotoxicity

The clinical importance of the pretransplant crossmatch and the technology for performing the test was described by Terasaki and colleagues (1, 2) and became known as the microlymphocytotoxicity assay or CDC. Essentially, the test consists of incubating patient serum with potential donor lymphocytes to establish if the recipient has donor-specific HLA antibodies (HLA-DSA). Rabbit serum as a source of complement is added and if HLA-DSA are present lysis of the cells occurs. This lysis can be detected by the original method of dye exclusion or by later developments which included fluorescence. It was quickly appreciated that renal transplant patients with DSA had early hyperacute rejection (3, 4). This test was quickly established as an essential and non-negotiable pretransplant test, a negative result enabling renal transplantation to proceed.

Modifications to the test were made to make the test more sensitive such as prolonged incubation and the use of a second antibody such as an anti-IgG reagent (5) but there remain several technical problems with the test. The assay relies heavily on the viability of the donor cells and in the case of deceased donors optimal viability is not always achievable. In addition to IgG antibodies, the test detects IgM as well as auto antibodies. The latter can be overcome to some extent with the use of 1,4-dithiothreitol (DTT) (6, 7), although this can result in the loss of some IgG antibody (8).

In its original form, the assay was performed using unseparated lymphocytes from peripheral blood, lymph node, or spleen obtained by a gradient separation technique (9). This resulted in the detection of both HLA class I antibodies which react with B and T lymphocytes and also with HLA class II antibodies which react with the class II expressing B cells.

The introduction of cell separation techniques such as ficoll gradient separation (9) with subsequent rosetting T lymphocytes with sheep red blood cells (10) and then later the use of magnetic beads specific for each cell population (11) enabled the distinction to be made between HLA class I and class II antibodies. Other approaches which had varying success were also used.

The main issue with the CDC assay is its sensitivity. The development of more sensitive solid phase assays for antibody detection has basically replaced the CDC approach, but because it is the only functional assay it is still used in many centers as a final test of pretransplant compatibility in the form of the CDC crossmatch. However, even this test is slowly being replaced by the “virtual” crossmatch (see later section).

The CDC assay was modified as an antibody screening technique by using a panel of HLA typed cells and testing each patient’s serum against this panel. The technique is essentially identical to the crossmatch procedure but by using a panel of cells it is possible to determine the HLA specificity of antibodies present. By testing against both T (which express HLA class I) and B lymphocytes (which express both HLA class I and II) it is possible to characterize both class I and class II antibodies when they occur together. An added step of absorbing sera with platelets, which express HLA class I but not class II, prior to testing enables the determination of class II antibody specificity without the added complicating factor of co-occurring class I antibodies (12).

By using a panel of accurate HLA phenotyped cells, it is possible to express the result as a panel reactive antibody (PRA) percentage (i.e., the percentage of cells in the panel giving a positive result) in addition to determining HLA antibody specificities. The PRA is a useful indicator of the probability of a patient giving a negative crossmatch with an unrelated donor.

Flow Cytometry

The flow cytometry crossmatch (FCXM) was introduced into clinical practise by Garavoy et al. (13). The principle of the test involves incubating donor cells with recipient serum and then adding a fluorescein-labeled second anti-human immunoglobulin antibody that binds to patient antibody bound to the donor cells. The test is read on a flow cytometer, and the degree of positivity is expressed as a channel shift. The main advantage of the FCXM is its sensitivity for antibody detection over the conventional CDC crossmatch (13, 14). In cases where the second antibody is anti-human IgG, it is not possible to discriminate between complement binding (CB) and non-complement binding (NCB) HLA antibodies. However, if that additional information is required, it is possible to use second antibodies to the IgG isotypes and also IgM (15, 16). It is also possible to detect antibodies to both class I and class II HLA antibodies by using markers to differentiate T and B lymphocytes (17, 18).

With the advent of solid phase and in particular bead technology, and the interpretation of weak antibodies detected by those methods the flow crossmatch is used in many centers to assist in clinical decision making. For example, if the flow crossmatch is positive in the case where a weak HLA antibody is detected by the bead assay (19), a decision may be made to invoke a desensitization protocol or to not proceed with the proposed transplant depending on the patient’s transplant and sensitization history. Alternatively, a weak HLA antibody detected by the bead assay in the presence of a negative flow crossmatch may result in the transplant proceeding, but again the patient’s immunological history would be a part of the decision making in such a case.

Solid Phase Antibody Detection Assays

Enzyme-Linked Immunosorbent Assay

The enzyme-linked immunosorbent assay (ELISA) was initially used in the HLA field for detecting levels of HLA both cell bound and free but was adapted for detection of HLA antibodies in serum in 1995 (20).

In the modified assay HLA glycoproteins are immune-precipitated usually from EBV transformed cell lines, and immobilized in the wells of microtiter trays. Sera to be tested are added to the wells and antibodies specific for the HLA molecules bind to the relevant epitope. After washing an anti-human IgG labeled with a reporter molecule such as alkaline phosphatase is then added which binds to the primary anti-HLA antibody molecule. After repeated washing to remove any unbound secondary antibody, a substrate is added which is dephosphorylated by the alkaline phosphatase resulting in a color change.

Two levels of testing are achievable using the ELISA technique. One involves the use of a pool of different class I and class II molecules, which essentially gives a positive or negative result, and the second utilizes HLA molecules derived from single individuals which can be used to determine antibody specificity.

The ELISA technique is more sensitive than CDC in detecting HLA antibodies (21, 22) but has the potential drawback of not distinguishing between complement-fixing and non-complement-fixing antibodies. This assay however has been used as a very effective method for detecting pre- and postsensitization in solid organ transplants (23–25) but has been somewhat superseded by the introduction of fluorescently labeled beads to which HLA molecules have been attached.

Luminex® Bead Technology

The introduction of fluorescently labeled beads revolutionized HLA antibody testing during the 1990s. Commercial kits are available (One Lambda, Immucor) which consist of beads impregnated with differing ratios of two fluorochromes resulting in a unique signal for each bead and which have one or several types of HLA molecules attached.

The assay involves first the incubation of a patient’s serum with the beads. If the patient has HLA antibodies the serum will react with the bead expressing the appropriate HLA molecule. After washing, the beads are incubated with a secondary antibody, usually with a phycoerythrin (PE)-labeled anti-human IgG (Figures 1 and 2).
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FIGURE 1 | The figure represents the principles underlying the Luminex bead assay. Each bead has one or more different types of human leukocyte antigen (HLA) molecules attached depending on the level of testing being performed. If the test serum contains an HLA antibody it will bind to the appropriate HLA molecule. This binding can be detected by the use of a second phycoerythrin (PE)-labeled anti-human IgG. Each bead gives a specific signal when excited by one of the lasers built into the Luminex instrument due to the unique intensity of fluorophore embedded in the bead. A second laser detects the fluorescent excitation produced by the PE on the second antibody. The combination of the two signals indicates first the presence (PE fluorescence) and second the specificity (bead fluorescence) of the HLA antibody in the test serum.
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FIGURE 2 | The figure outlines the technical steps involved in the assay. The test serum and beads are incubated together at room temperature for 30 min and then washed three times with buffer prior to adding the second antibody. A second incubation period of 30 min at room temperature is followed by two further washes with buffer and then the mixture is resuspended in phosphate buffered saline for reading in the Luminex instrument.



Three levels of testing are possible depending on requirements. The first level provides a positive/negative result with respect to a patient’s antibody status. In this instance, the beads are bound with a large number of class 1 or class 2 molecules derived from lymphoblastoid cell lines. Beads used in second level testing are bound with molecules derived from a single cell line and hence express two HLA molecules for each of the HLA loci (HLA-A, -B, -C for class I and HLA-DR, -DQ and -DP for class II). This testing is essentially analogous to testing with a panel of cells, and therefore, the result can be expressed as a PRA percentage. The third level of testing involves the use of beads bound with single HLA molecules produced by recombinant technology, so called single antigen beads (SAB). These beads provide a real advantage of this technology as complex mixtures of antibodies can be characterized and HLA specificities accurately determined. This technology is now considered essential for the pretransplant testing of sensitized patients.

There are two common methods for the readout. The first method involves conventional flow cytometry and measuring the channel shift associated with antibody binding. The second which has become the most popular approach is the use of the Luminex® fluorocytometer which utilizes two lasers, one of which excites the fluorochrome in the bead and the other laser excites the PE bound to the detection antibody (Figure 3). The first readout therefore identifies the unique signal of the bead and hence the specificity of the bound HLA molecule, while the second readout indicates whether or not antibody is bound to the specific HLA molecule.
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FIGURE 3 | The top panel shows the Luminex instrument. There are two lasers in the Luminex instrument (bottom panel). The red laser excites the fluorophore in the bead which provides a unique signal thereby identifying the HLA molecule attached. The green laser excites the phycoerythrin bound to the second anti-human IgG antibody indicating IgG antibody in the test serum has bound to the appropriate HLA molecule attached to the bead. (Modified from a figure provided by Serologicals Corporation.)



The degree of fluorescence is expressed as a mean fluorescence intensity (MFI), which is normalized by taking into account the degree of fluorescence observed with an antibody negative serum and with beads to which no HLA molecule is attached. A positive control consists of beads bound with PE-labeled human IgG.

SUMMARY COMPARISON OF TECHNIQUES

The advantage of the CDC assay is that it is a functional test involving antibody containing serum and cells. As a crossmatch test it has proved invaluable over the years as a method of avoiding hyperacute rejection due to the presence of HLA-DSA in the recipient (3, 4). As an assay for screening patients for HLA antibodies it has drawbacks. First, it lacks the sensitivity of the other assays described, and second, the assignment of positive and negative reactions can be compromised by viability of the cells used. It also detects both IgG and IgM HLA antibodies in addition to autoantibodies and non-HLA antibodies against other cell surface determinants which have no relevance in organ transplantation.

In the context of organ transplantation, however, it does have the advantage of only detecting CB antibodies. The rationale for replacing this assay with the solid phase assays was driven primarily by the sensitivity issue and the realization that HLA antibodies positive by the solid phase assays but negative by CDC in some cases were clinically relevant (24, 26–29).

Before the introduction of the solid phase assays, the cell-based flow cytometry assay was introduced into clinical practice as a means of providing a more sensitive assay for detection of recipient presensitization to donor-specific HLA. The flow crossmatch however was not amenable to rapid turnaround times and therefore was used primarily in the living related and living unrelated donor situation rather than for cadaveric donors.

The issue of whether the flow assay was as sensitive as the solid phase assays was the subject of debate for some time but the general consensus is that the bead assays are the most sensitive assay for detecting HLA antibodies albeit with their own unique problems (30).

With respect to the two main solid phase assays the fluorescent bead assay has become the gold standard for HLA antibody detection and is now used in most transplant testing laboratories. The remainder of the review will concentrate on the advantages of this technique, and the challenges facing both laboratory workers and transplant clinicians in interpreting the data generated by this assay.

ADVANTAGES OF THE LUMINEX® BEAD ASSAY

The Luminex® bead assay is a sensitive method for detection of HLA antibodies and represents the current highpoint in the evolution of HLA antibody detection assays. The additional sensitivity provided by this method has enabled the detection of HLA antibodies in potential transplant patients which are not detectable by other means, particularly CDC (24, 26–29). This increased sensitivity has enabled improvement in the success rate of retransplant patients due to the detection of HLA presensitization as a result of previous grafts and the subsequent avoidance of the relevant HLA specificities on second grafts particularly for DP specificities that are not detected by other methods (31).

The development of SAB has enabled the dissection and specificity determination of complex mixtures of HLA antibodies which is not possible with other techniques. This fine level discrimination coupled with the Matchmaker program (32) has enabled the description of epitope sequences to which HLA antibodies are directed (33–35). Armed with this information consideration of sequences of all alleles regardless of whether or not they are represented on the bead panel allows the identification of all HLA alleles to which a patient is immunized.

Obtaining HLA allele information on potential transplant recipients has permitted the identification of antibodies to alleles within the same antigen group. For example, an A*0301 antibody identified in an A*0302 renal transplant patient (36) and an A*2402 antibody in an A*2403 patient (37). The only coding sequence differences between A*2402 and A*2403 are located at positions 166 and 167 which are the unique substitutions within the epitope recognized by the A*2403 patient. Historically, the presence of A*2403 in a donor would have been considered an antigen match for an A*2402 patient yet it clearly represents a potential immunizing situation.

Identification of antibodies to DQA1, DQB1, DRB3, -4, -5, and DPB1 which is not possible using other antibody screening assays has been enabled by the use of beads containing these molecules. As a result it has become evident that antibodies to DQ and DP (38–42) in addition to DR coexist in organ transplant recipients and have been implicated in negative graft outcomes.

INTERPRETIVE CHALLENGES ASSOCIATED WITH THE LUMINEX® BEAD ASSAY

Many of the challenges in interpretation are described in a 2013 report of Consensus Guidelines by an expert Committee under the guidance of The Transplantation Society (43). In addition, reviews have appeared subsequently, which have further contributed to this topic based on more recent data (44, 45). Much of the data had been generated in renal transplantation but the technical issues apply equally to other forms of organ transplantation. The following outlines some of the major issues which require consideration when interpreting bead assay data.

Sensitivity

Although the bead assay represents the most sensitive method for HLA antibody detection one of the main challenges facing clinicians and laboratory scientists is the interpretation of positive results in the context of a negative CDC crossmatch and/or a negative flow crossmatch, and no indication of presensitization by any other screening technique. The question of the clinical relevance of these HLA antibodies in rejection has been reported in renal, heart, and liver transplantation with mixed results (46–52). Many factors impact on the clinical relevance of these detectable low-level antibodies, one being the MFI cut off for positivity used by the reporting center.

Mean Fluorescence Intensity

There is no recommended “cut off” value for MFI positivity. Most laboratories set their “cut off” level for positivity based on levels obtained with relevant controls and also on experience gained from clinical results obtained. A useful approach, particularly for multiparous females or previously grafted patients, is to consider each patient on an individual basis. For example, if a previously grafted patient has an MFI level for a particular HLA specificity to which they were exposed on the first graft and the MFI is above the negative values but below the “cut off” level established in the laboratory, this result should be treated with caution. It may indicate a state of presensitization with very low levels of antibody, the production of which can be reactivated on repeat exposure with a second graft bearing that antigen. Such a result may be interpreted differently in a patient with no history of potential HLA preimmunization.

Other factors such as the variable amount of target HLA present on the bead which can be locus and allele specific (53, 54) can result in variation of the MFI obtained. In the absence of an agreed standard for the performance of the Luminex® bead assay, it is incumbent on each testing laboratory to establish their own MFI “cut off” levels in consultation with their clinical colleagues.

Antibodies to Denatured HLA

The SAB are coated with HLA molecules produced by recombinant technology while the screening beads are coated with HLA molecules immune-precipitated from cell lines. As a result, the SAB express denatured molecules in combination with native molecules. The denatured molecules can express cryptic epitopes not normally accessible by antibody molecules, and it is not possible to distinguish between these two types of antibodies. It would appear intuitive that since the antibody does not have access to the cryptic epitope that these antibodies will not be clinically relevant. However, a need existed for a means of distinguishing between antibodies to denatured and native epitopes. One manufacturer responded by introducing ibeads which are SAB expressing largely native HLA molecules. These beads however were removed from the market in 2014 and the manufacturer recommends as an alternative using an acid wash procedure.

Antibodies to these exposed cryptic epitopes on denatured molecules have been detected in individuals including non-transfused males (55, 56). Studies comparing antibodies to both denatured and native epitopes have demonstrated that the antibodies to denatured epitopes have no clinical impact in renal or heart transplantation (57, 58). Why antibodies to denatured epitopes are found in individuals, particularly non-transfused normal males, is a subject of debate. The concept of cross reactivity with environmental agents such as pathogens or ingested food has been suggested (56).

Complement-Fixing and Non-Complement-Fixing HLA Antibodies

Unlike the CDC assay which by definition only detects CB HLA antibodies, the bead assay is designed to detect both CB and NCB antibodies. This created debate concerning the NCB antibodies detected by the bead assay, and the concern that many patients were being denied a transplant on the basis of donor-specific NCB antibodies, the clinical significance of which was not established.

Several modifications have been made to the assay to distinguish between CB and NCB HLA antibodies. Using anti-IgG2 and anti-IgG 4 antibodies to detect NCB antibodies Arnold et al. (59) were able to show that up to 40% of re-transplant patients on the waiting list had either HLA class 1 or II NCB antibodies. Wahrmann et al. (60) modified the flow-based bead assay by adding normal serum as a source of complement and anti-C4d as a second antibody and found similar incidence results to Arnold (61).

Modification to the Luminex® method of detection was first described by Chin and colleagues (62). Their approach involved heating the test serum to denature complement and then to add purified human C1q to the serum prior to incubation with the beads. CB antibody binds the C1q and then is detected using a secondary PE-labeled anti-human C1q antibody. This is now the method most commonly used by testing laboratories to distinguish between CB and NCB HLA antibodies. A commercial C1q kit is now available which can detect CB antibodies using either beads in the Luminex system or cells, or for use with cell-based flow cytometry.

The historical association of CDC positive crossmatches with hyperacute or acute rejection led many to believe that CB antibodies detected by the C1q assay would be associated with rejection while NCB antibodies would not. The reality however is that the associations are not so clear cut. Recent studies examining the clinical associations of antibody-mediated rejection with C1q CB and NCB HLA antibodies have yielded some interesting observations.

Calp-Inal et al. (63) showed that the incidence of both acute and chronic rejection was increased in those with CB DSA HLA antibodies pretransplant compared with patients whose DSA were NCB antibodies. Guidicelli et al. (64) demonstrated that while de novo CB HLA antibodies were associated with rejection shortly after their appearance NCB antibodies were also associated with rejection in the long term. Piazza et al. (65) also demonstrated a strong association of CB antibodies detected in the C1q assay with inferior graft survival and also demonstrated that the incidence of CB antibodies was increased among those patients with HLA class II antibodies, particularly DQ.

By contrast, Thammanichanond et al. (66) were unable to show a significant effect of CB antibodies with rejection, albeit it in a relatively small cohort of patients. They did however show that the CB antibodies had higher levels of MFI than NCB antibodies.

Likewise, Taylor et al. (67) claim the interpretation of the C1q assay is confounded by the level of antibody, the amount of denatured HLA on the beads and the interference of complement. They further question the justification of its use given the uncertainty in interpretation and the additional cost involved.

There are points to be made with respect to these studies. First, when pretransplant sensitization is involved, in the overwhelming majority of cases the CDC donor crossmatch is negative and therefore lower strength CB antibodies are being selected, which will impact on the overall clinical impact. Second, it is known that CB IgM antibodies which are not detected in the conventional SAB assay can convert to IgG3 CB antibodies posttransplant and are detrimental to the graft (68), which can have a confounding effect on the data analysis when pretransplant antibodies are analyzed. Finally, it appears that NCB antibodies may impact to a degree on graft survival at least in the long term (49, 64).

Recently, a C3d assay has been described (69), similar in principle to the C1q assay, which measures C3d deposition by the addition of human serum to the single bead antigen/antibody complex, followed by the addition of an anti-C3D antibody labeled with PE. Sicard et al. (69) were able to demonstrate in a group of renal transplant patients tested at the time of diagnosis for rejection, patients testing positive for C3d had a higher risk of graft failure. Interestingly, the C1q assay failed to reach statistical significance as a predictor of graft failure.

Comoli et al. (70) in a recent paper presented results of posttransplant testing monitoring for the appearance of de novo donor-specific antibodies. Positivity in the C3d assay did not predict graft rejection at the first appearance of de novo DSA but at the time of rejection there was a strong correlation. They also demonstrated that conversion within a single antibody from NCB to CB, as demonstrated by C3d positivity, was associated with an increasing MFI. The apparent greater association of rejection with C3d than with C1q may be a reflection of the stage of the complement cascade at which these assays are focused. As indicated by Comoli et al. (70), the presence of C1q does not predict whether the complement cascade will proceed, or just result in C4 deposition on the cell surface. The downstream production of C3d may more accurately predict complete complement activation.

The Prozone Effect

One of the technical challenges of using SAB for HLA antibody detection is the prozone effect whereby a diluted serum gives a higher MFI than the undiluted serum, suggesting an inhibitory effect which can be abrogated by dilution. One explanation for the inhibitory effect is the presence of IgM antibody of the same HLA specificity blocking the binding of the IgG isotype (71). Since IgM antibodies tend to be a lower titer than IgG the dilution effect was consistent with this interpretation. However, recent research suggests that the effect is due to the inhibitory effect of the C3 component of complement, which is produced as a breakdown product of C1. C3 binds to the beads and inhibits the binding of IgG antibody present in the test serum (72). This problem can be overcome by pre-heating of the test serum to destroy any complement activity or by the addition of ethylenediaminetetraacetic acid (EDTA) to the wash buffer (73) or by the use of dithiothreitol (71) which is also used to eliminate IgM antibodies by disruption of disulfide bonds. The possible confounding effect of prozone should be always considered when interpreting results obtained from using variations of the SAB assay for detection of complement-fixing antibodies.

THE DONOR-SPECIFIC LUMINEX CROSSMATCH

In 2008, Billen et al. (74) reported on the use of commercially available beads for donor-specific crossmatching. The beads are coated with one of two mouse antibodies with specificity for a non-polymorphic sequence on either the class 1 or class 2 molecules. Using lysates of donor cells the beads are able to capture the class 1 and class 2 molecules of the donor which can then be reacted with recipient sera and the bound antibody, if present, labeled with a fluorescently labeled second antibody and read as per the conventional bead assay. Billen et al. compared the results obtained in a group of renal patients with the cell-based FCXM results. They demonstrated a sensitivity using the bead crossmatch of 89% for class 1 and 68% for class 2. Interestingly, they failed to detect antibodies to HLA-DQ and -DP antigens by the bead crossmatch which compromised the value of the LUXM as an alternative B cell crossmatch technique.

Billen et al. (75) further reported on a group of 165 CDC crossmatch negative patients, 32 of whom had bead positive crossmatches. There was no difference in acute rejection free survival when the CDC-bead + crossmatch group were compared with the CDC-bead − crossmatch group. However, the group of patients with bead positive crossmatches due to class 1 antibodies had an inferior long-term 5 years survival (41% compared with 70% for the crossmatch negative group). Positivity for class 2 antibodies had no effect.

Guillaume et al. (76) demonstrated that the LUXM can detect class 1 antibodies with an MFI as low as 2,300 in the SAB technique and 1,300 for class 2. They confirmed the failure to detect HLA-DP antibodies and in addition reported on the failure to detect HLA-C.

Recently, Chaidaroglou et al. (77) reported on a comparison of SAB, FCXM, and LUXM for detection of DSA in a group of heart transplant recipients. They found that there was good agreement between SAB and FCXM but not between LUXM and the other two techniques. They questioned the value of LUXM as a technique for prediction or monitoring.

It would seem based on published data to date that the LUXM cannot be recommended as a stand-alone method for organ allocation.

THE VIRTUAL CROSSMATCH

The introduction of solid phase assays and the realization that there were a number of patients whose antibodies were detectable by these methods but were negative by the CDC crossmatch cast some doubt on the complete reliance on the CDC crossmatch as a final test of recipient/donor compatibility. Since antibodies with MFI values between 10,000 and 20,000 are required to obtain positive T cell CDC crossmatches in approximately 90% of cases (78), there are clearly some cases where clinically relevant HLA antibodies which are not detected by the conventional crossmatch. The use of specific and sensitive methods for antibody detection and in particular the HLA SAB allowed for the first time a complete picture of the HLA immunization status of individual patients. From this the concept of a “virtual crossmatch” (VXM) was established (79). The VXM takes into account the HLA antibody profile of a patient and predicts which donors will be crossmatch negative. This approach has been used successfully in renal transplantation. Johnson et al. (80) have reported on a large cohort of patients where the final decision to transplant was based on SAB results rather the FCXM result. When analyzed for clinical outcome based on whether the FCXM was positive or negative, despite the fact the FCXM positive group were more “at risk” than the FCXM negative group, the transplant outcomes were comparable, justifying the use of the VXM in preference to the results obtained by FCXM.

Eby et al. (81) have demonstrated the value of the VXM in pancreas transplants as part of the United Network of Organ Sharing in the USA. Pancreata imported from Networks 3 and 4 and transplanted on the basis of VXM had a cold ischemia 5 h shorter than the cases where a FCXM was performed prior to transplant without any compromise in rejection or graft survival incidences.

More centers are expected to rely on the VXM as a prospective guide to the suitability of transplantation as data on the reliability of this procedure is accumulated.

USE OF THE ANTIGEN BEAD ASSAY – LESSONS LEARNED

The introduction of solid phase HLA antibody detection methods and in particular the bead assays have revolutionized the clinical management of sensitized patients. However, the introduction of this new technology has posed questions concerning the interpretation of generated data which still require resolution.

The “cut off” MFI values used for assigning positivity vary greatly between laboratories. How much this is due to technical variation and how much is based on correlation with clinical experiences of the local transplant center is difficult to ascertain. Every testing laboratory must determine based on the local performance of the assay and from clinical experience a “cut off” that reflects the level at which antibodies are deemed to be clinically relevant. However in this context, it is imperative to consider the immunological history of the patient. Borderline values or values obtained with antibodies below the “cut off” may be reflective of an increased risk of rejection in patients who have been previously exposed to the particular antigen to which the antibody is directed either by pregnancy or previous grafts. One group of patients of particular interest are those who have undergone desensitization protocols. “Cut off” values therefore should be a guide and not rigidly enforced without careful consideration of the patients’ histories.

The interpretation of HLA antibody results obtained with CB fixing assays requires careful interpretation. The prozone effect needs to be considered in patients who are known to be sensitized but test negative in the CB antibody assays. These patients should in addition be tested at a dilution or treated with EDTA or DTT prior to testing. HLA antibodies which test negative with the CB binding assays should not automatically be dismissed as clinically irrelevant. Although the data suggest in renal transplantation that NCB HLA antibodies are not as damaging to the graft as CB HLA antibodies, and tend to have lower MFI values, there are data which indicate that they do have a lower but nevertheless significant association with rejection. In the absence of convincing clinical data for NCB HLA antibodies in other solid organ transplants, they should also be treated with caution.

The relationship of positive bead assay antibody results with other assays is an important aspect of interpretation. There is universal agreement that an HLA antibody detectable by the bead assay which results in a positive CDC crossmatch is a contraindication to renal transplantation. However, a negative CDC crossmatch in such a situation is less clear cut. The MFI cut off for such a scenario is of the order of 10,000 below which the CDC crossmatch may be negative, but this may vary from laboratory to laboratory based on the sensitivity of the CDC crossmatch and the performance of the SAB under local conditions. Some centers have reported an increased risk of rejection in such patients, others have observed no effect. However, group analyses of such patient groups can mask individual patients whose negative outcome has been influenced by bead + CDC negative antibodies. Some centers recommend the use of a flow crossmatch in such patients. A negative flow and CDC crossmatch may be an indicator that transplantation can proceed. In most cases, this occurs in the presence of a low MFI by the SAB assay. However, the point must again be stressed that the interpretation of multiple assay results must occur in the context of the patient’s history.

In some centers the CDC crossmatch has been replaced with the VXM. The inherent risk in this approach is that some patients will be denied a transplant in what would be a negative CDC situation and with HLA antibodies which may ultimately prove to be not graft damaging. The confounding factors such as prozone and denatured HLA on beads need careful consideration and analysis when relying on virtual crossmatching as the final pretransplant determinant of compatibility.

Published results using the LUXM crossmatch technique to date suggest that there are too many unresolved issues to recommend this technique as a stand-alone method for solid organ transplant allocation.

FUTURE DIRECTIONS

The introduction of solid phase assays ushered in a new era in antibody detection both in pre- and posttransplant patients. However, the question of B cell presensitization in patients whose primary antigenic stimulus was years previously and no longer have detectable circulating antibodies still represents a challenge. This problem was referred to briefly in the section on MFI where levels of antibody below the accepted level for positivity in previously grafted patients or multiparous females should be flagged as a potential problem as it may indicate a state of presensitization. Knowing the HLA genotype of previous transplant donors or the biological father of the multiparous patients’ children can be useful in this regard.

Cardiac grafts in multiparous females with a negative CDC crossmatch have a higher incidence of rejection if the donor shares an HLA with the father of the patient’s children (82) even when the primary immunizing pregnancy was up to 30 years previously, demonstrating the long-term effect of memory T and B cells. A comparable study considering HLA epitopes rather than broad antigens has not been reported.

More recently, Mulder et al. (83) used HLA tetramers to study the peptide dependency of HLA antibodies. This technology was utilized by Zachary et al. (84) to investigate the incidence of HLA class I memory B cells in patients with a history of HLA antibodies, but shown to be HLA antibody negative when testing current sera samples. Using tetramers labeled with PE and a labeled CD19 antibody to identify B cells, flow cytometry identified a percentage of cells which bound to the HLA tetramers. The incidence of bound tetramers was significantly greater in previously HLA immunized compared with non-immunized individuals indicating the presence of memory B cells.

A recent report using the ELISPOT assay and HLA class II biotinylated molecules has described the detection of HLA class II-specific memory cells (85) indicating this assay is a useful tool for identifying presensitization in the absence of circulating antibodies (86).

In addition to previously grafted patients and multiparous patients, the use of this technology has potential in monitoring patients who have undergone desensitization protocols prior to transplantation. Depending on the type of desensitization procedure used, it is useful to establish if memory B cells can be detected in patients whose circulating HLA antibody is no longer detected after treatment.

CONCLUSION

The introduction of solid phase and in particular bead-based assays, for detection of HLA antibodies has revolutionized clinical management of organ transplant patients. For the first time, laboratory scientists and clinicians are in a position to fully reveal a patients immunological status. This technological breakthrough coupled with HLA sequencing data, which permits the identification of epitopes to which HLA antibodies are directed provides a unique opportunity to maximize the transplant success rate. This new found enthusiasm however is tempered by the fact that there are still areas of both technical and clinical contention which require resolution, such as the role of NCB HLA antibodies and the detection of antibodies to denatured HLA antibodies and their role if any in graft rejection. With this rapid rate of evolution of HLA antibody testing technology, it is imperative that laboratory-based scientists and clinicians communicate on an individual patient basis. Having regard to the immunological history of the patient when interpreting HLA antibody results is critical in maximizing the positive clinical impact of this technology.

AUTHOR CONTRIBUTIONS

The sole author was totally responsible for the design and writing of the review.

ACKNOWLEDGMENTS

Australian governments fund the Australian Red Cross Blood Service for the provision of blood, blood products, and services to the Australian community.

REFERENCES

1. Terasaki PI, McClelland JD. Microdroplet assay of human serum cytotoxins. Nature (1964) 204:998–1000. doi:10.1038/204998b0

2. Terasaki PI, Marchiori TH, Strazl TE. Serotyping of human lymphocyte antigens. Conference on Histocompatibility Testing. Washington, DC: Printing and Publishing Office National Academy of Sciences (1964). p. 83–95.

3. Williams GM, Hume DM, Hudson RP Jr, Morris PJ, Kano K, Milgorm F. Hyperacute renal-homograft rejection in man. N Engl J Med (1968) 279:611–8.

4. Kissmeyer-Nielsen F, Olsen S, Petersen VP, Fjeldborg O. Hyperacute rejection of kidney allografts associated with pre-existing humoral antibodies against donor cells. Lancet (1966) 1:662–5. doi:10.1016/S0140-6736(66)92829-7

5. Fuller TC, Cosimi AB, Russell PS. Use of an antiglobulin-ATG reagent for detection of low levels of alloantibody. Improvement of allograft survival in presensitized recipients. Transplant Proc (1978) 10(2):463–6.

6. Barger B, Shroyer TW, Hudson SL, Deierhoi MH, Barber WH, Curtis JJ, et al. Successful renal allografts in recipients with crossmatch–positive dithioerythritol-treated negative sera. Transplantation (1989) 47(2):240–5. doi:10.1097/00007890-198902000-00008

7. Chapman JR, Taylor CJ, Ting A, Morris PJ. Immunoglobulin class and specificity of antibodies causing positive T cell crossmatches: relationship to renal transplant outcome. Transplantation (1986) 42(6):608–13. doi:10.1097/00007890-198612000-00007

8. Hoor GMT, Coopmans M, Allebes WA. Specificity and IgG class of preformed alloantibodies causing a positive crossmatch in renal transplantation. The implications for graft survival. Transplantation (1993) 56(2):298–304. doi:10.1097/00007890-199308000-00008

9. Bach MK, Brashler JR. Isolation of sub-populations of lymphocytic cells by the use of isotonically balanced solutions of ficoll. 1 Development of methods and demonstration of the existence of a large but finite number of subpopulations. Exp Cell Res (1970) 61(2–3):387–96. doi:10.1016/0014-4827(70)90462-3

10. Jondal M, Holm G, Wigzell H. Surface markers on human T and B lymphocytes. 1. A large population of lymphocytes forming nonimmune rosettes with sheep red blood cells. J Exp Med (1972) 136:207–15. doi:10.1084/jem.136.2.207

11. Vardtal F, Gaudernack G, Funderud S, Bratlie A, Lea T, Ugelstad J, et al. HLA class 1 and II typing using cells positively collected from blood by immunomagnetic isolation–a fast and reliable technique. Tissue Antigens (1986) 28:301–12. doi:10.1111/j.1399-0039.1986.tb00500.x

12. Cambon-Thomsen A, Sommer E, Demur C, Calot M, Ohayon E. Platelet absorption on the test tray (PATT): a rapid method for the screening of class II antibodies using the two colour fluorescence method. Tissue Antigens (1985) 26(3):193–200. doi:10.1111/j.1399-0039.1985.tb00957.x

13. Garavoy MR, Rheinschmidt MA, Bogos M. Flow cytometry analysis: a high technology crossmatch technique facilitating transplantation. Transplant Proc (1983) 15(3):1939–94.

14. Vaidya S, Partlow D, Susskind B, Noor M, Barnes T, Gugliuzza K. Prediction of crossmatch outcome of highly sensitized patients by single and/or multiple antigen bead luminex assay. Transplantation (2006) 82(11):1524–8. doi:10.1097/01.tp.0000246311.43634.0a

15. Talbot D, Givan AL, Shenton BK, Proud G, Taylor RMR. The nature of donor specific IgG isotypes identified by flow cytometry in the preoperative crossmatch. Transplant Proc (1988) 20(Suppl1):84–5.

16. Groth J, Schonemann C, Kaden J, May G. Dynamics of donor reactive IgG, IgA and IgM antibodies against T and B lymphocytes early after clinical kidney transplantation by flow cytometry. Transpl Immunol (1996) 4:215–9. doi:10.1016/S0966-3274(96)80020-7

17. Scornik J. Detection of alloantibodies by flow cytometry: relevance to clinical transplantation. Cytometry (1995) 22:259–63. doi:10.1002/cyto.990220402

18. Maguire O, Tario JD Jr, Shanahan TC, Wallace PK, Minderman H. Flow cytometry and solid organ transplantation: a perfect match. Immunol Invest (2014) 43(8):756–74. doi:10.3109/08820139.2014.910022

19. Terasaka S, Kitada H, Okabe Y, Kawanami S, Noguchi H, Miyamoto K, et al. Living-donor kidney transplant in T-cell and B-cell flow cytometry crossmatch-positive patients. Exp Clin Transplant (2014) 12(3):227–32. doi:10.6002/ect.2013.0163

20. Buelow R, Mercier I, Glanville L, Regan J, Ellingson L, Janda G, et al. Detection of panel-reactive anti-HLA class I antibodies by enzyme-linked immunosorbent assay or lymphocytotoxicity: results of a blinded, controlled multicenter study. Hum Immunol (1995) 44(1):1–11.

21. Lucas DP, Paparounis ML, Myers L, Hart JM, Zachary AA. Detection of HLA class1-specific antibodies by the QuikScreen enzyme-linked immunosorbent assay. Clin Diagn Lab Immunol (1997) 4(3):252–7.

22. Lowenthal R, Schmuelian I, Efter T, Avishai O, Kolt R, Moskovich Y, et al. Detection of anti-HLA antibodies by enzyme-linked immunosorbent assay, fluorescence activated cell sorter and microlymphocytotoxicity testing: a comparison of sensitivities and suggestions for standardization of ELISA. Transplant Proc (1999) 31(4):1918–9. doi:10.1016/S0041-1345(99)00155-4

23. Fernandez-Fresnedo G, Pastor JM, Lopez-Hoyos M, Ruiz JC, Zubimendi JA, Gonzales-Cotorruelo J, et al. Relationship of donor specific class-1 anti-HLA antibodies detected by ELISA after kidney transplantation on the development of acute rejection and graft survival. Nephrol Dial Transplant (2003) 18(5):990–5. doi:10.1093/ndt/gfg068

24. Slavcev A, Lacha J, Honsova E, Sajdlova H, Loderova A, Vitko S, et al. Clinical relevance of antibodies to HLA antigens undetectable by the standard complement-dependent cytotoxicity test. Transpl Int (2003) 16(12):872–8. doi:10.1007/s00147-003-0642-y

25. Cardarelli F, Pascual M, Tolkoff-Rubin N, Delmonico FL, Wong W, Schoenfeld DA, et al. Prevalence and significance of anti-HLA and donor-specific antibodies long-term after renal transplantation. Transpl Int (2005) 18(5):532–40. doi:10.1111/j.1432-2277.2005.00085.x

26. Parissiadis A, Marbach N, Leisenbach R, Wolf P, Cazenave JP, Tongio MM. Identification of HLA class 1 and class 2 antibodies: a comparison of LAT1240 ELISA and cytotoxicity. Eur J Immunogenet (2001) 28(2):360.

27. Altermann WW, Seliger B, Sel S, Wendt D, Schlaf G. Comparison of the established standard complement-dependent cytotoxicity and flow cytometric crossmatch assays with a novel ELISA based HLA crossmatch procedure. Histol Histopathol (2006) 21(10–12):1115–24.

28. Muro M, Llorente S, Gonzales-Soriano MJ, Minguela A, Gimeno L, Alvarez-Lopez MR. In: Terasaki PI, editor. Pre-formed Donor-specific Alloantibodies (DSA) Detected Only by Luminex Technology Using HLA-Coated Microspheres and Causing Acute Humoral Rejection and Kidney Graft Dysfunction. Los Angeles: Clinical Transplants Pub, Terasaki Foundation Laboratory (2006). p. 379–83.

29. Lee PC, Ozawa M. In: Cecka MJ, Terasaki PI, editors. Reappraisal of HLA Antibody Analysis and Crossmatching in Kidney Transplantation. Los Angeles: Clinical Transplants Pub, Terasaki Foundation Laboratory (2007). p. 219–26.

30. Eckels DD, Stehlik J, Kfoury AG. The detection and role of circulating antibodies in rejection. Curr Opin Organ Transplant (2013) 18(5):589–94. doi:10.1097/MOT.0b013e328364fe3d

31. Mierzejewska B, Schroder PM, Baum CE, Blair A, Smith C, Duquesnoy RJ, et al. Early acute antibody-mediated rejection of a negative flow crossmatch third kidney transplant with exclusive disparity at HLA-DP. Hum Immunol (2014) 75(8):703–8. doi:10.1016/j.humimm.2014.04.001

32. Duquesnoy RJ. HLAMatchmaker: a molecularly based algorithm for histocompatibility determination. I. Description of the algorithm. Hum Immunol (2002) 63(5):339–52. doi:10.1016/S0198-8859(02)00382-8

33. El-Awar N, Terasaki PI, Cai J, Deng C-T, Ozawa M, Nguyen A, et al. Epitopes of HLA-A, B, C, DR, DQ, DP and MICA antigens. Clin Transpl (2009) 295–321.

34. Sasaki N, Idica A, Terasaki PI. Mimetic human leukocyte antigen epitopes: shown by monoclonal antibodies and extra antibodies produced on transplantation. Transplantation (2008) 86(7):912–8. doi:10.1097/TP.0b013e318183783b

35. El-Awar N, Lee JH, Tarsitani C, Terasaki PI. HLA class I epitopes: recognition of binding sites by mAbs or eluted alloantibody confirmed with single recombinant antigens. Hum Immunol (2007) 68(3):170–80. doi:10.1016/j.humimm.2006.11.006

36. Rosen-Bronsen S. A*0301 Specific HLA Antibody Detected in the Serum of an A*0302 Positive Renal Transplant Recipient. Los Angeles: One Lambda Advanced LABMAS Workshop (2007).

37. Pancoska C, Breed R, Harris P, Sonuga B, Venzon I. Emergent PRA Technologies May Detect Unexpected Antibodies in the Sera of Solid Organ Transplant Recipients. Los Angeles: One Lambda Advanced LABMAS Workshop (2007).

38. Blair S, Tait B, Hudson F, Kannellis J. Acute humoral rejection associated with HLA-DPB1 antibody in an HLA identical (A, B, DR, DQ) recipient [abstract]. Transplantation Society of Australia and New Zealand Annual Scientific Meeting. Canberra, Australia (2007).

39. Duquesnoy RJ, Awadalla Y, Lomago J, Jelinek L, Howe J, Zern D, et al. Retransplant candidates have donor-specific antibodies that react with structurally defined HLA-DR, DQ, DP epitopes. Transpl Immunol (2008) 18(4):352–60. doi:10.1016/j.trim.2007.10.001

40. Proust B, Kennel A, Ladriere M, Kessler M, Perrier P. Unexpected anti-HLA-DR and–DQ alloantibodies after nephrectomy of an HLA-DR and-DQ identical first renal transplant. Transpl Immunol (2009) 21(3):166–8. doi:10.1016/j.trim.2009.03.003

41. Billen EV, Christiaans MH, Doxiadis II, Voorter CE, Van Den Berg-Loonen EM. HLA-DP antibodies before and after renal transplantation. Tissue Antigens (2010) 75(3):278–85. doi:10.1111/j.1399-0039.2009.01428.x

42. Vaidya S, Hilson B, Sheldon S, Cano P, Fernandez-Vina M. DP reactive antibody in a zero mismatch renal transplant pair. Hum Immunol (2007) 68(12):947–9. doi:10.1016/j.humimm.2007.10.013

43. Tait BD, Süsal C, Gebel HM, Nickerson PW, Zachary AA, Claas FH, et al. Consensus guidelines on the testing and clinical management issues associated with HLA and non-HLA antibodies in transplantation. Transplantation (2013) 95(1):19–47. doi:10.1097/TP.0b013e31827a19cc

44. Filippone EJ, Farber JL. Humoral immune responses and allograft function in kidney transplantation. Am J Kidney Dis (2015) 66(2):337–47. doi:10.1053/j.ajkd.2015.03.033

45. Konvalinka A, Tinckam K. Utility of HLA antibody testing in kidney transplantation. J Am Soc Nephrol (2015) 26(7):1489–502. doi:10.1681/ASN.2014080837

46. Gibney EM, Cagle LR, Freed B, Warnell SE, Chan L, Wiseman AC. Detection of donor specific antibodies using HLA coated microspheres: another tool for kidney transplant risk stratification. Nephrol Dial Transplant (2006) 21(9):2625–9. doi:10.1093/ndt/gfl202

47. Gupta A, Iveson V, Varagunam M, Bodger S, Sinnott P, Thuraisingham RC. Pretransplant donor-specific antibodies in cytotoxic negative crossmatch kidney transplants: are they relevant? Transplantation (2008) 85(8):1200–4. doi:10.1097/TP.0b013e31816b1c37

48. Van Den Berg-Loonen EM, Billen EV, Voorter CE, van Heurn LW, Claas FH, van Hooff JP, et al. Clinical relevance of pre transplant donor-directed antibodies detected by single antigen beads in highly sensitised renal transplant patients. Transplantation (2008) 85(8):1086–90. doi:10.1097/TP.0b013e31816b3ed1

49. Smith JD, Hamour IM, Banner NR, Rose ML. C4d fixing luminex antibodies–a new tool for prediction of graft failure after heart transplantation. Am J Transplant (2007) 7(12):2809–15. doi:10.1111/j.1600-6143.2007.01991.x

50. Castillo-Rama M, Castro MJ, Bernardo I, Meneu-Diaz JC, Elola-Olaso AM, Calleja-Antolin SM, et al. Preformed antibodies detected by cytotoxic assay or multibead array decrease liver allograft survival: role of human leukocyte antigen compatibility. Liver Transpl (2008) 14(4):554–62. doi:10.1002/lt.21408

51. Vlas G, Ho EK, Vasilescu ER, Colovai AI, Stokes MB, Markowitz GS, et al. Relevance of different antibody detection methods for the prediction of antibody-mediated rejection and deceased donor kidney allograft survival. Hum Immunol (2009) 70(8):589–94. doi:10.1016/j.humimm.2009.04.018

52. Aubert V, Venetz J-P, Pantaleo G, Pascual M. Low levels of human leukocyte antigen donor-specific antibodies detected by solid phase assay before transplantation are frequently clinically irrelevant. Hum Immunol (2009) 70(8):580–3. doi:10.1016/j.humimm.2009.04.011

53. Middelton D, Jones J, Lowe D. Nothing’s perfect: the art of defining HLA-specific antibodies. Transpl Immunol (2014) 30:115–21. doi:10.1016/j.trim.2014.02.003

54. Taylor CJ, Kosmoliaptsis V, Summers DM, Bradley JA. Back to the future: application of contemporary technology to long-standing questions about the clinical relevance of human leukocyte antigen-specific alloantibodies in renal transplantation. Hum Immunol (2009) 70:563–8. doi:10.1016/j.humimm.2009.05.001

55. Visentin J, Guidicelli G, Moreau J-F, Lee J-H, Taupin J-L. Deciphering allogeneic antibody response against native and denatured HLA epitopes in organ transplantation. Eur J Immunol (2015) 45:2111–21. doi:10.1002/eji.201445340

56. Morales-Buenrostro LE, Terasaki PI, Marino-Vazquez LA, Lee J-H, El-Awar N, Alberu J. “Natural” human leukocyte antigen antibodies found in non-alloimmunized healthy males. Transplantation (2008) 86:1111–5. doi:10.1097/TP.0b013e318186d87b

57. Otten HG, Verhaar MC, Borst HP, van Eck M, van Ginkel WG, Hené RJ, et al. The significance of pretransplant donor-specific antibodies reactive with intact or denatured human leucocyte antigen in kidney transplantation. Clin Exp Immunol (2013) 173:536–43. doi:10.1111/cei.12127

58. Visentin J, Marroc M, Guidicelli G, Bachelet T, Nong T, Moreau JF, et al. Clinical impact of preformed donor-specific denatured class I HLA antibodies after kidney transplantation. Clin Transplant (2015) 29:393–402. doi:10.1111/ctr.12529

59. Arnold M-L, Dechant M, Doxiadis IIN, Spriewald BM. Prevalence and specificity of immunoglobulin G and immunoglobulin A non-complement binding anti-HLA alloantibodies in renal transplant candidates. Tissue Antigens (2008) 72:60–6. doi:10.1111/j.1399-0039.2008.01067.x

60. Wahrmann M, Exner M, Regele H, Derfler K, Kormoczi GF, Lhotta K, et al. Flow cytometry based detection of HLA alloantibody mediated classical complement activation. J Immunol Methods (2003) 275(1–2):149–60. doi:10.1016/S0022-1759(03)00012-7

61. Wahrmann M, Exner M, Haidbauer B, Schillinger M, Regele H, Körmöczi G, et al. [C4d]FlowPRA screening–a specific assay for selective detection of complement-activating anti-HLA alloantibodies. Hum Immunol (2005) 66:526–34. doi:10.1016/j.humimm.2004.12.007

62. Chin C, Chen G, Sequeria F, Berry G, Siehr S, Bernstein D, et al. Clinical usefulness of a novel C1q assay to detect immunoglobulin G antibodies capable of fixing complement in sensitized pediatric heart transplant patients. J Heart Lung Transplant (2011) 30:158–63. doi:10.1016/j.healun.2010.08.020

63. Calp-Inal S, Ajaimy M, Melamed ML, Savchik C, Masiakos P, Colovai A, et al. The prevalence and clinical significance of C1q-binding donor-specific anti-HLA antibodies early and late after kidney transplantation. Kidney Int (2016) 89(1):209–16. doi:10.1038/ki.2015.275

64. Guidicelli G, Guerville F, Lepreux S, Wiebe C, Thaunat O, Dubois V, et al. Non-complement-binding de novo donor-specific anti-HLA antibodies and kidney allograft survival. J Am Soc Nephrol (2016) 27(2):615–25. doi:10.1681/ASN.2014040326

65. Piazza A, Poggi E, Ozzella G, Adorno D. Post-transplant development of C1q-positive HLA antibodies and kidney graft survival. Clin Transpl (2013) 367–75.

66. Thammanichanond D, Wiwattanathum P, Mongkolsuk T, Kantachuvesiri S, Worawichawong S, Vallipakorn SA, et al. Role of pretransplant complement-fixing donor-specific antibodies identified by C1q assay in kidney transplantation. Transplant Proc (2016) 48(3):756–60. doi:10.1016/j.transproceed.2015.12.116

67. Taylor CJ, Kosmoliaptsis V, Martin J, Knighton G, Mallon D, Bradley JA, et al. Technical limitations of the C1q single-antigen bead assay to detect complement binding HLA-specific antibodies. Transplantation (2016). doi:10.1097/TP.0000000000001270

68. Everly MJ, Rebellato LM, Haisch CE, Briley KP, Bolin P, Kendrick WT, et al. Impact of IgM and IgG3 anti-HLA alloantibodies in primary renal allograft recipients. Transplantation (2014) 97(5):494–501. doi:10.1097/01.TP.0000441362.11232.48

69. Sicard A, Ducreux S, Raberyin M, Couzi L, McGregor B, Badet L, et al. Detection of C3d-binding donor-specific anti-HLA antibodies at diagnosis of humoral rejection predicts renal graft loss. J Am Soc Nephrol (2015) 26:457–67. doi:10.1681/ASN.2013101144

70. Comoli P, Cioni M, Tagliamacco A, Quartuccio G, Innocente A, Fontana I, et al. Acquisition of C3d-binding activity by de novo donor-specific HLA antibodies correlates with graft loss in nonsensitized pediatric kidney recipients. Am J Transplant (2016) 16:2106–16. doi:10.1111/ajt.13700

71. Kosmoliaptsis V, Bradley JA, Peacock S, Chaudhry AN, Taylor CJ. Detection of immunoglobulin G human leukocyte antigen-specific alloantibodies in renal transplant patients using single-antigen-beads is compromised by the presence of immunoglobulin M human leukocyte antigen-specific alloantibodies. Transplantation (2009) 87:813–20. doi:10.1097/TP.0b013e318199c581

72. Schwaiger E, Wahrmann M, Bond G, Eskandary F, Bohmig GA. Complement component C3 activation: the leading cause of the prozone phenomenon affecting HLA antibody detection on single-antigen beads. Transplantation (2014) 97:1279–85. doi:10.1097/01.TP.0000441091.47464.c6

73. Carey BS, Boswijk K, Mabrok M, Rowe PA, Connor A, Saif I, et al. A reliable method for avoiding false negative results with luminex single antigen beads; evidence of the prozone effect. Transpl Immunol (2016) 37:23–7. doi:10.1016/j.trim.2016.04.002

74. Billen EV, Voorter CE, Christiaans MH, van den Berg-Loonen EM. Luminex donor specific crossmatches. Tissue Antigens (2008) 71:507–13. doi:10.1111/j.1399-0039.2008.01032.x

75. Billen EV, Christiaans MH, van den Berg-Loonen EM. Clinical relevance of luminex donors specific crossmatches: data from 165 renal transplants. Tissue Antigens (2009) 74:206–12. doi:10.1111/j.1399-0039.2009.01283.x

76. Guillaume N, Mazouz H, Piot V, Presne C, Westeel PF. Correlation between luminex donor-specific crossmatches and levels of donor-specific antibodies in pretransplantation screening. Tissue Antigens (2013) 82:16–20. doi:10.1111/tan.12128

77. Chaidaroglou A, Skoura A, Degiannis D. Comparative performance evaluation of a donor-specific bead-based crossmatch technique for the detection of donor-specific anti-HLA antibodies in heart transplantation. Transplant Proc (2013) 45:2005–8. doi:10.1016/j.transproceed.2013.02.038

78. Böhmig GA, Fidler S, Christiansen FT, Fischer G, Ferrari P. Transnational validation of the Australian algorithm for virtual crossmatch allocation in kidney paired donation. Hum Immunol (2013) 74:500–5. doi:10.1016/j.humimm.2013.01.029

79. Leffell MS, Montgomery RA, Zachary AA. The changing role of antibody testing in transplantation. Clin Transpl (2005) 259–71.

80. Johnson CP, Schiller JJ, Zhu YR, Hariharan S, Roza AM, Cronin DC, et al. Renal transplantation with final allocation based on the virtual crossmatch. Am J Transplant (2016) 16(5):1503–15. doi:10.1111/ajt.13606

81. Eby BC, Redfield RR, Ellis TM, Leverson GE, Schenian AR, Odorico JS. Virtual HLA crossmatching as a means to safely expedite transplantation of imported pancreata. Transplantation (2016) 100(5):1103–10. doi:10.1097/TP.0000000000001125

82. Tait BD, Dandie WJ, Griffiths AP, Esmore DS, Snell GI, Bergin P, et al. Covert presensitization to HLA antigens in parous heart and lung transplant recipients may predispose to early allograft rejection. Transplant Proc (1995) 27(3):2143–4.

83. Mulder A, Eijsink C, Kester MG, Franke ME, Kardol MJ, Heemskerk MH, et al. Impact of peptides on the recognition of HLA class I molecules by human HLA. J Immunol (2005) 175:5950–7. doi:10.4049/jimmunol.175.9.5950

84. Zachary AA, Kopchaliiska D, Montgomery RA, Leffell MS. HLA-specific B cells I. A method for their detection, quantification, and isolation using HLA tetramers. Transplantation (2007) 83:982–8. doi:10.1097/01.tp.0000259017.32857.99

85. Karahan GE, de Vaal YJ, Roelen DL, Buchli R, Claas FH, Heidt S. Quantification of HLA class II-specific memory B cells in HLA-sensitized individuals. Hum Immunol (2015) 76:129–36. doi:10.1016/j.humimm.2015.01.014

86. Karahan GE, Claas FH, Heidt S. Detecting the humoral alloimmune response: we need more than serum antibody screening. Transplantation (2015) 99(5):908–15. doi:10.1097/TP.0000000000000724

Conflict of Interest Statement: The author declares that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2016 Tait. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) or licensor are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fimmu-07-00570-g003.jpg





OPS/images/cover.jpg
? frontiers

in Immunology

Detection of HLA Antibodies in
Organ Transplant Recipients -
Triumphs and Challenges of the
Solid Phase Bead Assay





OPS/images/fimmu-07-00570-g001.jpg
Alloantibody

7~

PE anti-lgG = -(

@ " HLA molecule

Dye impregnated —
bead






OPS/images/fimmu-07-00570-g002.jpg
20 microliters of serum 5 microliters of dye impregnated beads

L

Incubate 30 mins at 22 degrees C

L

Wash x 3

4

Add secondary antibody .Incubate 22 o C for 30 mins

3

Wash x 2

Resuspend in PBS — Read on Fluorocytometer





OPS/images/logo.jpg
Ghesk for

i@





