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Extensively burned patients still need blood transfusions
and skin allografts: unavoidable HLA sensitization requires
optimization of VCA access
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Dear Sirs,

We thank Gaucher and Jarraya [1] for their comments on

our study [2]. This first Single Antigen Flow Bead (SAFB)

analysis of the strength and breadth of human leukocyte

antigen sensitization (supporting information in our study

[2]) in extensively burned patients was initiated after facing

reduced access to Vascularized Composite Allograft (VCA)

transplants for burned candidates. We described its impact

on future VCA access and addressed the sensitizing factors

and their alternatives. A recent report confirmed this risks of

humoral rejection of VCA on sensitized patients [3].

Transfusions are unavoidable in acute care of exten-

sively burned patients. Blood salvage procedures despite

feasible have not been widespread due to their poor effi-

ciency/risk (major sepsis) ratio after burns [4]. Red blood

cells (RBC) present some HLA molecules that remain a

cause of sensitization. In Leffell et al.’s study [5] kidney

transplant candidates receiving leucoreduced transfusions

presented a 20% risk of HLA sensitization versus 2.4% for

nontransfused patient. In our study, all burns patients ex-

cepted one (not 100% of the patients, as mentioned by

Gaucher and Jarraya) were sensitized, with a relative risk

to be hypersensitized 3.3 fold higher when compared to

kidney transplantation candidates. This could be explained

by quantitative differences in RBC transfusions; however,

the amounts of RBC received by the kidney transplant

candidates were unavailable, as in Leffell’s study.

Skin allografts keep a role after extensive burns, pro-

vided a risk benefit ratio analysis in the light of a potential

VCA indication. Burns surface under or over 70% TBSA

are, respectively, led to use CPSA as overlay on skin auto-

graft (widely meshed or micrografted) [6] or for wound-

bed preparation before application of cultured autologous

keratinocytes (CAK) [7]. As overlay, skin xenografts offer

comparable efficacy and cost to CPSA [8], while dermal

matrix offers poor adherence to CAK. If Kua et al. [9]

compared glycerol (GPSA) with cryopreserved (CPSA)

skin allografts for full-thickness burns, it retrieved no

significant difference neither for mortality rates nor for

length of stay. Richters et al. [10] study reported a very

low T-cell response to allogenic glycerol-treated epidermal

cells. No immunogenic comparison had been reported

between GPSA and CPSA; however, such clinical compari-

son would require extensive multicentric assessment for a

limited clinical relevance. The question of the potentiation

between RBC and CPSA would require an animal study.

The transfusion of HLA-matched RBC is not clinically

applicable due to the number of units required for the

acute care. It requires the development of transfusion com-

ponents lacking the expression of HLA alloantigens. Skin

banks with CPSA stocks allowing for HLA-matched skin

grafting are not realistic.

Antibody reductions by desensitization protocols in

highly sensitized kidney transplant candidates are not long

lasting and frequently recur.

The limited number of patients to survive such extensive

burns might limit the development and validation of any

HLA sensitization multiparametric score.

Gaucher and Jarraya stated that HLA sensitization must

be avoided to keep open the option for VCA. This should

be moderated as HLA sensitization do not preclude any

VCA transplantation but increase the proportion of poten-

tial transplants carrying higher risks of humoral rejection.

The priority to life-saving procedures for extensive face or

hand burns patients should be combined with effort to

reduce their sensitization. Their access to transplants can be

optimized significantly by replacing the gender-matching

usually applied for VCA by a size/morphological one.
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grants from the French Ministry of Health (PHRC), the

French Army Health Services (SSA), and the Union of

Head and Facial injuries (Fondation des Gueules Cass�ees-

Union des Bless�es de la Face et de la Tête: UBFT).

References

1. Gaucher S, Jarraya M. Anti-HLA sensitization: should we

abandon skin allografts for extensively burned patients?

Transpl Int 2015; 28: 1227.

2. Duhamel P, Suberbielle C, Grimbert P, et al. Anti-HLA sen-

sitization in extensively burned patients: extent, associated

factors, and reduction in potential access to vascularized

composite allotransplantation. Transpl Int 2015; 28: 582.

3. Chandraker A, Arscott R, Murphy GF, et al. The manage-

ment of antibody-mediated rejection in the first presensi-

tized recipient of a full-face allotransplant. Am J Transplant

2014; 14: 1446.

4. Jeng JC, Boyd TM, Jablonski KA, Harviel JD, Jordan MH.

Intraoperative blood salvage in excisional burn surgery: an

analysis of yield, bacteriology, and inflammatory mediators.

J Burn Care Rehabil 1998; 19: 305.

5. Leffell MS, Kim D, Vega RM, et al. Red blood cell transfu-

sions and the risk of allosensitization in patients awaiting

primary kidney transplantation. Transplantation 2014; 97:

525.

6. Alexander JW, MacMillan BG, Law E, Kittur DS. Treat-

ment of severe burns with widely meshed skin autograft

and meshed skin allograft overlay. J Trauma 1981; 21:

433.

7. Cuono CB, Langdon R, Birchall N, Barttelbort S, McGuire J.

Composite autologous-allogeneic skin replacement: devel-

opment and clinical application. Plast Reconstr Surg 1987;

80: 626.

8. Shahrokhi S, Arno A, Jeschke MG. The use of dermal substi-

tutes in burn surgery: acute phase.Wound Repair Regen

2014; 22: 14.

9. Kua E, Goh C, Ting Y, Chua A, Song C. Comparing the use

of glycerol preserved and cryopreserved allogenic skin for

the treatment of severe burns: differences in clinical out-

comes and in vitro tissue viability. Cell Tissue Banking 2012;

13: 269.

10. Richters CD, Hoekstra MJ, van Baare J, du Pont JS,

Kamperdijk EW. Immunogenicity of glycerol-preserved

human cadaver skin in vitro. J Burn Care Rehabil 1997;

18: 228.

1230 © 2015 Steunstichting ESOT 28 (2015) 1229–1230

Letter to the editors


