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KONU AKISI

Nekrotizan yumusak doku enfeksiyonlar:
Nekrotizan selilit

Nekrotizan miyozit

Nekrotizan fasut

> Clostridiyal Miyonekroz (Gazli gangren)

Piyomiyozit




NEKROTIZAN YUMUSAK DOKU
ENFEKSIYONLARI

1 Nekrotizan selulit
> Nekrotizan miyozit
= Nekrotizan fasiit




NEKROTIZAN SELULIT

Anaerobik selilit:
o  Klostridiyal
o  Nonklostridiyal

° Meleney sinerjistik gangren




NEKROTIZAN SELULIT-KLOSTRIDIYAL

o C. perfringens, nadiren C. septicum
» Travma, cerrahi kontaminasyon,

» Barsak- perine, abdominal duvar,alt ekstremitede var olan
lokalize enfeksiyon.

o Inkiibasyon siiresi: Birkag¢ giin,
o Baslangi¢ yavas- hizh ilerleme,
o Koyu, ince, kotiu kokulu akinti(yag damlaciklar:),

o Gaz formasyvonu; ciltte krepitasyon,

o Sistemik toksisite belirgin degil,
o Derin fasiya ve kaslara yayilim yok. .




NEKROTIZAN SELULIT-NONKLOSTRIDIYAL

o Sporsuz anaerobik bakteriler (Bacteroides spp,
peptostreptococci vb) + fakiiltatif
mikroorganizmalar (koliform basil, cesith

streptokoklar, stafilokoklar)

o Klinik 6zellikler klostridiyal anaerobik seliilite

benzer




NEKROTIZAN SELULIT

Meleney sinerjistik gangren:

o Nadir,

o Cerrahi sonrasi,

o Superfisiyal fasiya ile ssmirlanan,
yavas seyirl tilserasyon goruliir,

o S. aureus ve mikroaerofilik
streptokoklar.




.NEKROTiZAN FASIIT
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NEKROTIZAN FASIIT

o Yuzeyel ve derin fasiya 1ile subkutan yag
dokunun progresif destriiksiyonu 1le seyreden

derin doku enfeksiyonudur,

o Enfeksiyon tipitk olarak kanlanmasi az

oldugundan, kas fasiyasi boyunca yayilir,

o Kas dokusu kanlanmasi bol oldugundan nadir

etkilenir.




NEKROTIZAN FASIIT

Ikiye ayrilir:

oTip 1: Polimikrobiyal

oTip 2: Monomikrobiyal




NEKROTIZAN FASIIT
Tip 1:
o Polimikrobiyal;

» En az bir anaerop (peptostreptokoklar. bacteroides.

anaerobik/mikroaerofilik streptokoklar)

» A grubu dis1 streptokoklar
OBESITY

» Enterobacteriaceae iiyesi (E. coli. Enterobacter,
Klebsiella, Proteus, Serratia vs.)

o Risk faktorleri:
» diyabet, alt ekstremite
» periferik vaskiiler hastahk,
» Immunsupresyon,

» yakin donem cerrahi yara.

IMMUNOCOMPROMISE




NEKROTIZAN FASIIT

Tip 2 (hemolitik streptokokal gangren):

o Monomikrobiyal;
» A grubu veya diger beta hemolitik streptokoklardir £ S.
aureus

o Risk faktorler::
» Saghkl bireylerde, her yas grubunda.

» Laserasyon/yanik sonucu olusan cilt lezyonlari, kiint travma,

cerrahi, dogum, enjeksiyon ve varisella enfeksiyonu,

» Asemptomatik/semptomatik farenjite bagh hematojen

translokasyon




NEKROTIZAN FASIIT-KLINIK OZELLIKLER

o Genellikle tek bir bolgeyi etkiler,

o En sik ekstremiteler (6z. bacaklar), abdominal duvar,

perianal bolge ve postop yaralarda gortiliir




NEKROTIZAN FASIIT-KLINIK OZELLIKLER
Evre Klinik ozellikler
| (erken) Deride eritem (sinir belirsiz), 6dem, isi1 artisi,

agn, palpasyon ile hassasiyet (gorunur deri
tutulumunun disina uzanan)

| (orta) Bl formasyonu (3-5 gun iginde, seréz sivi),
deride fluktuasyon

1l (geg) Krepitasyon, deride anestezi (yuzeyel sinir
harabiyeti), deride renk koyulasmasi,

gangrene varan doku nekrozu (kuguk

damariarin tromboze olmasi) .

Vayvada H. Ulus Travma Acil Cerrahi Derg 201218 (6):507-513




NEKROTIZAN FASIIT-KLINIK OZELLIKLER

Evre linlk ozellikler

ride eritem (sinir belirsiz), 6dem, i1s1 artisi,
r, palpasyon ile hassasiyet (gorunur deri
ulumunun disina uzanan)

| (erken)

1l formasyonu (3-5 gun iginde, serdéz sivi),
ride fluktuasyon

Il (orta)

epitasyon, deride anestezi (yuzeyel sinir
rabiyeti), deride renk koyulasmasi,
rene varan doku nekrozu (ktucuk
marlarin tromboze olmasi) ‘

Il (geg)

Vayvada H. Ulus Travma Acil Cerrahi Derg 201218 (6):507-513




NEKROTIZAN FASIIT-KLINIK OZELLIKLER

o Kompartman sendromu > miyonekroz,
o Subkutan gaz,
o Lenfanjit ve lenfadenit sik gorilmez,

o Ilerlemis enfeksiyonda ates, tasikardi, hipotansiyon

ve sistemik toksisite.




EKROTIZAN FASIIT-OZEL FORMLAR

. Servikal (bas-boyun) NF:
Genellikle tip 1 (miks enf)

Orofarenks mukozasi etken

%80 dental orijinli; Cerrahi
Istrumentasyon veya
odontojenik enfeksiyon sonrasi,

B Yuz (%22), alt boyun (%56) ve
mediyastene (%56) yayilim.
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NEKROTIZAN FASIIT-OZEL FORMLAR

2. Fournier gangreni:

= Erkek perinesinin nekrotizan fasiiti,
= GIS veya tretral mukozadaki mo (6z.Bacteroides spp,
Fusobacterium, Klostridiyvumlar vb anaeroblartfakiiltatif

bakteriler)
Tim yas gruplarinda goriliir, en sik yash erkeklerde,

= Kadinlarda da o6zellikle diyabetiklerde, labia ve perine
tutulumu gortlebilir,

= C(Ciddi agr: i1le baslar, hizla 6n abdominal duvara, gluteal
kaslara, erkeklerde skrotum ve penise yayilir,

(8]

= Erken agresif drenaj veya debridman gerekir,
= Sistostomi, kolostomi veya orsektomi gerekebilir.




NEKROTIZAN MIYOZIT




NEKROTIZAN MIYOZIT

o Spontan gangren6z miyozit
o Iskelet kaslarimi tutan agresif nekrotizan enfeksiyon

o Daha nadir;
» 1900-1985 arasi 21 vaka, 20000 otopsi de 4 vaka
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o Tim yas gruplarinda goriulir, kadin-erkek esit

o Saghkl kisilerde gorilir; diabet mellitus veya immiin
yetmezlik riski arttirmaz

o Cilt abrasyonlari, kiint travma, agir egzersiz sonrasi
o Mortalite % 80-100




NEKROTIZAN MIYOZIT

o A grubu streptokok veya diger beta-hemolitik
streptokoklar etken
o Klinik:
» Ates, siddeth agri, etkilenen kasda 6dem ve endurasyon

» Baslangicta cilt bulgusu yok, ilerleyen dénemde eritem, 1s1
artisi, petesi, biil ve vesikul gelisir

| l




NEKROTIZAN MIYOZIT

o Saatler icinde enfeksiyon ilerler ve komsu kas

ogruplar: ve yumusak dokular da tutulur

o (Cilt bulgularindan 4-8 saat sonra hipotansiyon ve

bobrek yetmezligi

o Fizik ve radyolojik muayenede gaz formasyonu yok







- TANI
s 1. Klinik bulgular;

IFYES

Figure 3) Bady surface aren — the nde of nmes
Any ONE of the following migns or symptoms:
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TANI

2. Cerrahi arastirma-erken debridman:

»  Kesin ve aymric tani; uygun kiltirlerin alinmasi

»  Nekrotizan fasiit; lezyona sokulan prob kolayca ytzeyel

bariyeri asarak derin fasiyaya ulasir

»  Klostridiyal seliilitte kas normal, pembe renkh iken,
Klostridiyal miyonekrozda koti renkli, kanama ve

stimiilasyan olmayan kas dokusu goruilir




TANI

Laboratuvar:

»  Lokositoz, hiponatremi, azotemi, trombositopeni
»  CK yikseklhigi,
»  Tetanisiz hipokalemi,

»  Kan kulturu:

o Nekrotizan miyozit ve tip 2 nekrotizan fasiit; %60

pozitif, tip 1; %20 pozitif

©

Biil aspirat kiiltiirii ve gram boya etkili degil




TANI
1. Radyoloji:
»  Cerrahi miidahaleyi/incelemey1 geciktirmemeli
»  Direkt grafi-BT-MRI:
o Fasiyal planlardaki gaz-kontrastsiz BT
o Derin doku tutulumu-MRI

»  Nekrotizan seliilit ile diger derin doku enfeksiyonlarim
ayirt ettirmez







TEDAVI




TEDAVI

Erken ve agresif cerrahi ve nekrotik doku
debridmani

> Ampirik antibiyotik tedavisi

Hemodinamik destek: Agresif siv1 ve

vazopresor tedavi




CERRAHI TEDAVI

o Hedef: Tum nekrotik dokularin agresif debridmanai-
canli kanayan dokuya erisinceye kadar

» 11k debridmandan 24 saat sonra ameliyathane sartlarinda

yeniden degerlendirilir,

» Yara tiim nekrotik dokular temizlendikten sonra kapatilir

o Ekstremiteler: tutan ciddi nekrotizan enfeksiyonlarda;

enfeksiyon kontroli icin amputasyon

o Debridman yapilmadan antibiyotik tedavisi verilirse

mortalite %100 ’




CERRAHI TEDAVI

Antibiyotik tedavisine yanit olmamasi
(Yanit: atesin diismesi, toksik tablodan

cikilmasi, lezyonda ilerleme olmamasi)
> Sistemik toksisite varhig:

Cilt nekrozu olan yaralarda fasiyanin dokudan

kolayca ayrilmasi

Gaz varhg







ANTIBIYOTIK TEDAVISI

o Antibiyotik tedavisi: optimal bir yaklasim yok

o Ampirik tedavi; gram pozitif-gram negatif ve

anaerobik mikroorganizmalar: kapsamal




CID 2005:41 (15 NOVEMBER) * STEVENS ET AL.
Table 5 Treatment of necrotizing infections of the skin, fascia, and muscle.
Frstdne Antimcrobial agentis)
antirmicrobial agent, for patients with severe
by infection type Adult dosage pemcilin hypersensitivity
Mixed infection
Ampiailin-subactam 15-30 g every 6-8 h iv Clindamyan or metronidazole” with an amino-
or giycoside or fluoroquincione
piperacilin-tazobactam 337 gevery6-8h v
plus
dindamyan 600-900 mghkg every 8 h v
plus
aprofioxacin 400 mg every 12 h v
imipenemvyciastatin lgevery6-8hw
Mercpenem lgevery8hw
Ertapenem | g every day v
Cafotaume JgeveryBhiv
plus
metronidazole 500 mg every 6 h v
or
dindamyan 600-900 mgkg every 8 h v




ANTIBIYOTIK TEDAVISI

o Klostridiyal nekrotizan seliilit:
» Kristalize penisilin,

» Ampisilin + Klindamisin veya Metronidazol,

» Ampisilin sulbactam,

» Gram boyamada gram neg bakteri saptanirsa :
aminoglikozid, siprofloksasin veya 3.kusak

sefalosporin eklenebilir.

Pasternack MS. Mandell, Douglas and Bennett's Principales and practice of infectious diseases, 7 thedition




ANTIBIYOTIK TEDAVISI

o Etken: A grubu streptokok veya diger beta-
hemolitik streptokok;

» Penisilin + Klindamisin




ANTIBIYOTIK TEDAVISI

o Optimal tedavi stiresi belli degil;

» Debridman ihtiyac: bitinceye ve hemodinamik

stabilite saglanincaya kadar devam edilmeli




INTRAVENOZ IMMUNE GLOBULIN (IVIG)

o Streptokokal stiperantijenler ve klostridiyal

toksinlere karsi bazi notralizan ab icerir

o Yuksek doz IVIG (2g/kg) ciddi GAS enfeksiyonu
(2C)




INTRAVENOZ IMMUNE GLOBULIN (IVIG)

o 21 eriskin hasta

o Streptokokal toksik sok sendromu+nekrotizan
fasiyit

o IVIG (1 g/kg-1. giin ve 0.5 g/kg 2.-3. guin) -plasebo

o Mortalite plasebo grubunda 3.6 kat fazla

o Istatiksel fark yok, hasta sayis1 az

Gable MS. Eur J Clin Microbiol Infect Dis 2009; 28:1421




TEMAS SONRASI PROFILAKSI

o GAS: cok bulasici, epidemik farenjit ve kizil, cerrahi

yara enfeksiyonu

o Tip 2 nekrotizan fasiitli hasta ile yakin temas-
kolonizasyon-sekonder nekrotizan fasiit veya TSS cok

nadir ancak genel populasyondan ytiiksek

o Profilaksi 1le 1lgili calisma yok, optimal yaklasim belli
degil

o Cok hassas kisilerde immiunkompromize kisiler veya

yakin zamanda opere olmus kisiler); Penisilin (4x250

mg, PO, 24 -48 saat) '
Chn Infect Dis 2902; ?’5:959-
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KLOSTRIDIYAL MIYONEKROZ
(GAZLI GANGREN)




KLOSTRIDIYAL MIYONEKROZ
(GAZLI GANGREN)

o Hayati tehdit eden kas enfeksiyonudur

o Toprak, deniz tortusu, insan ve hayvan

barsaklar:

o Bulas yolu:

» Travma alanindan temasla

» GIS’den hematojen yayihm




KLOSTRIDIYAL GAZLI GANGREN:

o Travmatik: C. perfringens

o Spontan; C. septicum




KLOSTRIDIYAL MIYONEKROZ
(GAZLI GANGREN)

o Hayati tehdit eden kas enfeksiyonudur

o Toprak, deniz tortusu, insan ve hayvan

barsaklar

o Bulas yolu:

» Travma alanindan temasla

» GIS’den hematojen yayihm




KLOSTRIDIYAL GAZLI GANGREN:

o Travmatik: C. perfringens

o Spontan; C. septicum




TRAVMATIK GAZLI GANGREN

Derin penetran yaralanma (bicak, atesli silah)

> Diger durumlar
-  Barsak-biliyer sistem cerrahisi
»  Disuk
»  Kalmais plasenta
»  Uzun stirell membran riuptira

° Intrauterin fetal 6liim

»  Intramuskuler enjeksiyon

»  Eromn enjeksiyonu .




PATOGENEZ

Alfa toksin (fosfolipaz C ve sfingomiyelinaz
aktivitesi): Hemolitik toksin;

o  Fibrint+l6kosit+ plateletden olusan agregat > damar
okliizyvonu > kas kanlanmasi hizla azalhir > doku

nekrozu

>.  Theta toksin (perfringolizin O): Damar

duvari ve immiun sisteme etkil




PATOGENEZ

o Kas nekrozu siddetli, enfekte dokuda PNL yok;




PATOGEN]

2
N

o Kas nekrozu siddetli, enfekte dokuda PNL yok;




KLINIK BULGULAR

> Enfeksiyon bolgesinde ani baslayan siddetli agr

(toksine bagl 1skemi nedeniyle)

5 Inkiibasyon siiresi :<24 saat (6 saat-birkac giin) Cilt

soluktur, once hizla bronz, sonra mor-kirmizi bir renk

alir

)

o Cilt hassas ve ¢cok yumusak
o Bil (kirmizi-mavi veya

mor, Seroz)



KLINIK BULGULAR

o Sistemik toksisite bulgularini takiben hizla sok ve

coklu organ yetmezligi,

o %15 bakteriyemi .

o Sarilik, BY, hipotansiyon, KC nekrozu.




TANI

o

Klinik bulgular
Direkt grafi-BT-MRI

Kesin tani: varada biiviik. gram

degisken basiller

Cerrahi incelemede kasta kanama
olmamasi veya stimiilasyonla
kasilmamasi

Kas dokusu 6demli ve kirmizims:
mavi-sivah renkli

Histopatolojik incelemede akut

inflamatuar hiierelerin olmamasi




TEDAVI

o Cerrahi debridman
o Antibiyotik;
» Penisilin + Klindamisin veya Tetrasiklin (2C).

o Destek tedavisi




TEDAVI

o Hiperbarik oksijen tedavisi:

» Etkisi tartismalh

» Cerrahi ve antibiyotik tedavisi ile birlikte etkilx
olabilir




PIYOMIYOZIT




PIYOMIYOZIT

o Iskelet kaslarinin akut bakteriyel enfeksiyonudur,
o Genellikle tek kas grubu tutulur,

o En sik alt ekstremite gibi genis kas gruplar tutulur.




PREDISPOZAN FAKTORLER

o Immiinyetmezlik,

o Penetran yaralanma, enjeksiyon,
o Es zamanh baska enfeksiyon,
o Malnitrisyon,

o Bakteremik yayilim cok nadir; fatal stafilokok

sepsisinde bile <%1




MIKROBIYOLOJI
= S. aureus (%95)

= GAS (%1-5)

= Nadir;

= Non- A streptokoklar,

= Pnomokoklar, Gram-negatif enterik basiller (E.
Coli;6zellikle hematolojik malignensilerde)

= Diyabetik hastalarda polimikrobiyal olabilir.




KLINIK EVRELER

o Evre 1 (invasif evre): %2

» Subakut baslar,

» Kaslarda bolgesel agri, kramp, 6dem, hafif ates,eritem+/-

o Etkilenen kasta endurasyon
o Kaslar tahta kivaminda
o Fluktuasyon yok

o Drenaj yvapilamaz

» Orta derecede lokositoz




KLINIK EVRELER

o Evre 2 (Supuratif evre): %90
- Ik semptomlardan 10-21 giin sonra,

B

Ates, siddetli kas hassasiyeti, 6dem,

w

Der1 genellikle saglam, 1s1 artisi var, eritem

genellikle gorulmez,

U

Belirgin abse gorilebilir, aspirasyonla puy,

o

Belirgin lokositoz.




KLINIK EVRELER

B Evre 3:

Sistemik toksisite 1le karakteize,
Etkilenen kasta fluktuasyon,

S. aureus bakteremisi; septik sok, endokardit, septik
emboli, pnomoni, perikardit, septik artrit, beyin absesi,
ABY

Rabdomyoliz,

Bakteremi oldugu i¢cin endokardit gibi ilave bir sekel

arastirilmahdir.




TANI

o Radyoloji; BT, MRI, USG

o Kualtar

o Laboratuvar; Lokositoz, sola kayma, yiksek
CRP ve ESR




TEDAVI

o Evre 1: Antibiyotik

o Evre 2-3: Antibiyotik+ Drenaj




TEDAVI

> Antibiyotik:

Immﬁnkompetan hastalarda: stafilokok ve

streptokoklar: kapsamal

- Immiinkompromize hastalarda: Gram pozitif,

Gram negatif ve anaerob bakteriler: kapsamah

(Vankomisin verilebilir)




TEDAVI

o Antibiyotik tedavinin stiresi klinik ve radyolojik

1yllesmeye gore ayarlanmalidir,

o 3-4 hafta parenteral tedavi genellikle yeterli.







TESEKKUR EDERIM







TESEKKUR EDERIM
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' EGITIM VE ARASTIRMA
HASTANESI

DIYABETIK AYAK ENFEKSIYONLARI

Prof. Dr. Ayten Kadanali
Umraniye Egitim ve Arastirma Hastanesi
Enfeksiyon Hastaliklan ve Klinik Mikrobiyoloji Klinigi




Diyabette

« Yasami boyunca %15-25 diyabetik ayak ulseri
* Bu ulserlerde enfeksiyon gelisme riski % 40-80
» Turkiye'de diyabetikler % 13.7

Satman |, ve ark. TURDEP Caligma Grubu 2011

Bu hastalar siklikla hastanelerde almalar gereken
bakimi alamamakta

ve ne yaziktir ki amputasyon kaciniimaz son
olmaktadir

 Travmatik olmayan alt extremlte
amputasyonlarinin  %50'si
diyabetiklerde




Ayaklar

Diyabetiklerde ve
normal insanlarda;

-zedelenme,
-travma
-enfeksiyon

olusumuna en acik
organlar




Diyabetik Ayak Lezyonlan

* Mortalite ve morbiditeyi arttirir
* Yasam kalitesini bozar |
» Agiris giicti kayiplarina ve organj§

kayiplarina neden olur |

Ayrica hastanede kalis suresinin
uzamasiyla toplumsal ve ekonomik yuk

de artis
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4 Clinical focus

Shan M Bergin
BAppScitPed) PHD,
Bodiatyist

Joei M Gurr
85c(Pod). MBA.
Podiatrist

Bernard P Allard
MB 8S. FRACSIVas),
Vascular Sergzen

Australian Diabetes Foot Network:
management of diabetes-related foot
ulceration — a clinical update

n 2005, over 1000 people with diabetes died as a direct

resuit of lower limb ulceration; this represented 8% of

all diabetes-refated deaths.” Annually, there are about
10000 hospital admissions for diabetes-related foot ulcers
(DRFUs) m Australia, with lower limb amputation a com-
mon cutcome.

Most DRFUs occur i the presence of peripheral sensory

moanvamaties  fane dakareaiier and lar seaiaa ey s aral

+ Appropriate assessment and management of diabetes-

related foot ulcers {DRFUS) is essential to reduce
amputation risk.

© Management requires debridement, wound dressing,

pressure off-loading, good glycaemic contral and
potentially antibiotic therapy and vascular intervention.

L A o mninievs e oA IDICT b cbnins ok bun svnm v sk s =~



4 Clinical focus

Australian Diabetes Foot Network:

IDSA GUIDELINES

2012 Infectious Diseases Society of America
Clinical Practice Guideline for the Diagnosis
and Treatment of Diabetic Foot Infections”

Benjamin A. Lipsky,' Anthony R. Berendt” Paul B. Cornia.” James C. Pile.® Edgar J. G. Peters.” David G. Armstrong,®
H. Gunner Deery,” John M. Embil.* Warren S. Joseph.” Adolf W. Karchmer.” Michael S. Pinzur.”” and Eric Senneville™
'Denartmant of Madine. Unnearsity of Washington, Veterans Affairs Puget Sound Heaith Cae System. Seattle: ‘Bone Infection Unit. Nuffield

Orthopaadic Centre. Oxford Unnersity Hospitals NHS Trust, Oxford; “Depantment of Medione, Uniersity of Washington, Veteran Affars Puget Sound
Health Care System. Seattle: *Divisions of Hospital Medicine and Infectious Diseases. MetoHeahh Medical Center, Cleveland, Ohio; “Department of




4 Clinical focus

Australian Diabetes Foot Network:

2012 Infectious Diseases Society of America
Clinical Practice Guideline for the Diagnosis
and Treatment of Diabetic Foot Infections”

Benjamin A. Lipsky.' Anthony R. Berendt” Paul B. Cornia.” James C. Pile.® Edgar J. G. Peters.” David G. Armstrong.®
H. Gunner Deery,’ John M. Embil.* Warren S. Joseph,” Adolf W. Karchmer.” Michael S. Pinzur.”” and Eric Sennewile™
'Departmeant of Meadrine. Unnersity of Washington, Veterans Affairs Puget Sound Heaith Cas System. Seattle: ‘Bone Infection Unit. Nuffield

Orthopaedic Cantre. Oxford Unnersity Hospitals NHS Trust, Oxford; “Degartment of Madione, University of Washington, Veteran Affars Puget Sound
Health Care System, Seattle: ‘Divisions of Hospital Medicne and Infectious Diseases. MetoHealth Medal Center. Cleveland, Ohio; Depantment of

IDSA rehberi 10 soru 44 oneri




1 —Ayaginda yarasi olan hangi diyabetik hastalarda enfeksiyondan supheleniimeli
ve nasil siniflandinimah?

2- Ayak enfeksiyonu olan bir hasta nasil degerlendirnimeli?

3- Diyabetik ayak enfeksiyonu olan bir hastaya ne zaman ve kimden konsultasyon
iIstenmeli?

4- Diyabetik ayak enfeksiyonu olan hangi hastalar hastaneye yatiriimali ve hangi
kriterlere gore taburcu ediimelidir?

9- Diyabetik Ayak Yarasi olan bir hastadan ne zaman ve nasil kultar érnegi
alinmali?

6- Diyabetik Ayak enfeksiyonlarnnda, antibiyotikler baslangicta nasil seciimelive ne
zaman degistiriimelidir?

7- Diyabetik Ayak enfeksiyonunu degerlendirmekicin, tani yontemleri ne zaman
dusunulmeli ve hangisini se¢ilmeli?

8- Diyabetli bir hastada ayakta osteomyelit nasil teshis edilmeli ve nasil tedavi
edilmeli?

9- Diyabetik Ayak enfeksiyonu olan hangi hastalarda cerrahi girisim dustunulmelidir
ve hangi girisim (islem,ameliyat) uygun olur?

10- Diyabetik Ayak enfeksiyonlarninda hangi tip yara bakimi teknikleri ve yara
ortulert uygun ve gereklidir?

Bu 10 soruya 44 adet cevap-onerilerde bulunuimustur




1. Diyabetik hastalarda (ayaginda yarasi olan)
hangi durumda enfeksiyondan suphelenilmeli
ve nasil siniflandiriimah?

1. Enfeksiyon Kanitlarn?

Table Z Infectious Diseases Society of America and International Working Group on the Diabetic
Foot Infection

Chnical Manifestation of Infection Pt

No symptoms or signs of infection
Infection present, as defined by the presence of at least 2 of the fallowing tems:

Local swelling or nduration

Erythema
Local tendemess or pain

Local warmeh
Purulent discharge (thick, opaque © whre or sanguneous secreton)

Clinical Practice Guideline for the Diagnosis

and Treatment of Diabetic Foot Infections™

2012 Infectious Diseases Society of America ’
—




Enfeksiyon gorunumieri?

» Paronisi

» Sellulit

* Apse

» Fasiit

* Miyozit

* Artrit

» QOsteomiyelit




2. Oneri: DAE riskini artiran durumiar

Probe to Bone (kemik sondaiji)
30 gunden uzun suren ulserasyon
Tekrarlayan ayak ulseri
Travmatik ayak yarasi

Periferik vaskuler hastaligin etkilenen uzuvda
bulunmasi

Onceden ayak amputasyonu
Duyu kaybi

Renal yetmezlik

Ciplak ayakla yurume oykusu




Diyabetik Ayak Siniflamalari
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Diyabetik Ayak Siniflamalari

IDSA GUIDELINES

2012 Infectious Diseases Society of America
Clinical Practice Guideline for the Diagnosis
and Treatment of Diabetic Foot Infections®

Benjamin A Lipsky,' Anthony R. Berendt” Paul B. Cornia.” James C. Pile.* Edgar J. G. Peters.” David G. Armstrong.®
H. Gunner Deery.’ John M. Embil.* Warren S. Joseph.” Adolf W. Karchmer.® Michael S. Pinzur.”” and Eric Sennewille™

‘Department of Madcine. Unnessity of Washington, Veterans Affairs Puget Sound Heaith Cae System. Seattle: “Bone Infection Unit, Nuffiekd
Orthopaedic Centre. Oxford Unnersity Hospitals NHS Trust. Oxford; “Degartment of Meadicine, University of Washington, Veteran Affars Puget Sound
Health Care System. Seattle: “Divsions of Hosptal Medicine and Infectious Diseases. MetoHealth Medical Center. Claveland, Ohio; *Department of

simiflamasi 11111 id1lldS] 852@%‘3‘3‘1

1999 . 004 MAID 2006
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3. oneri: Siniflama

Table 2 maimmamsSuinmmmhwm&wponmniM&mﬂmsdDiahaic:
Foot Infection

IDSA Infection
Chnical Manifestanion of Infection PEDIS Grade Seventy

No symptoms or signs of infection 1 Uninfected
Infection present, as defined by the presence of at least 2 of the following rems: |

Local swelling or mduration
Erythema

Local tendemess or pain
Local warmeh

Purulent discharge (thick, opaque © whre or sanguneous secretson)

Local infection mwohang only the skin and the subcusneous tissue fwithout involvement of deeper 2 Mid
tissues and without systemic signs as described below). If erythema, must be >05cm o <Zcm
around the ulcer.

Exclude other causes of an nflammatory esponse of the skin (eg, trauma, gout, acute Charcat
neumm-ostecarthropathy, fracture, thrombosis, venous stasis).

Local infecuon (as described above} wath erythema > 2 cm, or nvolving structures deeper than skin 3 Maoderate
and subcutaneous tissues (eg, abscess, osteomyelrtis, sepic arthatis, fascatis), and

No systemic mflammatory response signs (3s descnbed below)

Local infecson (as described above) with the signs of SIRS, as manfeswed by >2 of the following: 4 Severs”’
Temperature >38°C or <36°C

Heart rate >90 beats/min

Respiatory rate >20 breaths/min or PaCO, <32 mm Hg
Whee blood cell count >12 000 or <4000 cellsfiul. or >10% immature (band) forms




IDSA PEDIS

Enfeksiyonun klinik bulgular ;;gg‘;;‘\m" grade

Inflamasyonun hicbir bulgusu veya puriilans yok enfekte degil 1

ulser etrafinda sellulit/eritem capi<2cm hafif 2
Sistemik bulgu, lokal komplikasyon yok
Infeksiyon deri veya subkutandokuda sinirl

Hasta sistemik ve metabolik olarak iyi, orta 3
Sellulit>2cm Uzerinde , lenfanjit, siperfisiyal fasyaya

yayilim, derin doku apseleri, gangren, kas, tendon,

eklem, kemik tutulumu

Sistemik toksisite veya metabolik instabilite agir 4
semptom ve bulgular var (ates, titreme, tasikardi,

hipotansiyon, konfluzyon, kusma, asidoz, siddetli

hiperglisem, [6kositoz)

Lipsky BA, Klimik Dergisi, 2009




2- Ayak enfeksiyonu olan bir hasta nasil
degeriendirilmeli?

4. oneri: Yara, etkilenen uzuv, hastanin genel
ozellikleri degerlendirilmel

5. oneri: Enfeksiyon tanisi konduktan sonra
derinlik, yayginlik, sistemik belirti
degerlendiriimeli

6. oneri: Uzuvda arteriyel iskemi (agir, orta,
hafif), venoz yetmezlik, duyu degerlendiriimesi
gerekli




2- Ayak enfeksiyonu olan bir hasta nasil
degeriendirilmeli?

7.0neri: Nekrotik doku ve cevresinde callus (nasir)
iceren butun yaralar debride edilmeli,kalan saglikli
ve/veya enfekte-yasayan dokularin durumu
degerlendiriimelidir.




3- Diyabetik Ayak Enfeksiyonu Olan Bir Hastaya
Kimden-ne zaman Konsultasyon Istenmeli?

8. oneri: Ayaktan veya yatan hastalarda
multidisipliner diyabetik ayak ekibi
degerlendirmesi gerekli

9. oneri: Cesitli disiplinlerde bu alanda

ozellesmis uzmanlar: Enfeksiyon hastaliklari,
DAE alaninda uzmanlasmis cerrah




Uciincii basamak hastanelerde
multidisipliner diyabetik ayak
konseyleri:
Endokrinolog,
Ic Hastaliklari uzmanu,
enfeksiyon Hastaliklari uzmani,

Dermatolog,
O r.to ped iSt’ TEMEL SAGLIK HIZMETLERI GENEL MUDURLUGU
FTR uzmani,

. - TURKIYE DIYABET ONLEME VE
Fizyoterapist, KONTROL PROGRAMI

Diyetisyen, Kalp-Damar Cerrahi
Plastik cerrah, radyolog vb. Bt

(2011-2014)
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lyi koordine edilmis multidisipliner takim calismasi
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et Med 2008
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Original Article: Complications

Delivery of care to diabetic patients with foot ulcers in
daily practice: results of the Eurodiale Study,
a prospective cohort study
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DOI: 10.11114. 1464-5491.2008.02445 x

Original Article: Complications

Delivery of care to diabetic patients with foot ulcers in
daily practice: results of the Eurodiale Study,
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K Cogu hastanin tedavisi rehberlere \
uymamakta

« Ulke ve merkezler arasinda buytik farklar var
» Saglik sistemi ile ilgili organizasyonal
engeller
» Kigisel inanclar ile onerilere tam uyum yok
» Takim calismasi ile hasta icin uygun

\tedavi j




Amac: Multidisipliner programi oncesi-
sonras! 3 yil amputasyonlari

degerlendirmek

-1 Ocak 1982- 31 Aralik 1993 tum diyabet
lligkili amputasyonlar (ayak parmagi- kalca)
-294 diyabetik hastada

-387 major (ayak bilegi ustu) veya

minor (ayak bilegi alti) amputasyon

-Tum amputasyonlarin % 48'i diyabetiklerde

.

Larsson J. Decreasing incidence of major amputation in diabetic patients: a
consequence of a multidisciplinary foot care team approach?Diabet Med. 1995
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Larsson J. Decreasing incidence of major amputation in diabetic patients: a
consequence of a multidiscipiinary foot care team approach?Diabet Med. 1995
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I Larsson J. Decreasing incidence of major amputation in diabetic patients: a

consequence of a multidiscipiinary foot care team approach?Diabet Med. 1995




Decreasing incidence of major amputations in people with diabetes

P. Holstein', N. Ellitsgaard”. B. Bornefeldt Olsen’. V. Ellitsgaard’

' Copenhagen Wound Healine Centre. Bispebiere Hospital. Copenhagen. Denmark
Multidisipliner diyabetik
ayak kliniklerinin kurulmasi =
* revaskularizasyon o WA

islemlerinde 7 kat artis \/\A/\
* major amputasyon § \/
oranlarinin % 75 azalma My
(27.2 den 6.9/ 10°) BN M N

.1. Falling incidence of major amputations m people with
detes. —/— patients admitted from home, —— patients

mtted from chronic wards, total




Prompt Response, Multidisciplinary Care
Key to Reducing Diabetic Foot Amputation

Bedeet M. Knchn tion and treatment is key to address- about half of such patients die within
' ing this problem.” 5 years of amputation.
NVOLVING A MULTIDISCIPLINARY TEAM The guideline notes that 71 000 in- “Lower extremity amputation takes a

of clinicians early in the care of pa-  dividuals were discharged after diabe- terrible toll on the diabetic patient,” said

ents with diaby yor infections i -~ 3 oot amputations in 2005 Benamin DSKV D) _lead autho




. 2003’te 111 000 DAE’lu kisi hastaneye yatt:

- 2005°'te 71 000 kisiye DA iliskili amputasyon

Prompt Response, Multidisciplinary Care
Key to Reducing Diabetic Foot Amputation
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. 2003’te 111 000 DAE’lu kisi hastaneye yatt:

- 2005°'te 71 000 kisiye DA iliskili amputasyon

Prompt Response, Multidisciplinary Care
Key to Reducing Diabetic Foot Amputation

Brideet M. Kuehn tion and treatment is key to address- about half of such patients die within
: ing this problem.” 5 years of amputation.

The guideline notes that 71 000 in- “Lower extremity amputation takes a
jent.” said

NVOLVING A MULTIDISCIPLINARY TEAM

of clin - .
| Diyabetlilerde amputasyon orani
Multidisipliner yaklasim oncesi/sonrasi




- 2003’te 111 000 DAE’lu kisi hastaneye yatti

- 2005°te 71 000 kisiye DA iliskili amputasyon

Prompt Response, Multidisciplinary Care
Key to Reducing Diabetic Foot Amputation

Beadeet 3. Kuehn tion and treatment is key to address- about half of such patients die within
: ing this problem.” 5 vears of amputation.

The guideline notes that 71 000 in- “Lower extremity amputation takes a
jent.” said

NVOLVING A MULTIDISCIPLINARY TEAM

™  Diyabetlilerde amputasyon orani

Multidisipliner yaklasim oncesi/sonrasi
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1996’da 11.2 /1000 2008’de 3.9/1000
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« 2003’te 111 000 DAE’lu kisi hastaneye yatt

- 2005°te 71 000 kisiye DA iliskili amputasyon

(B

« Amputasyon sonrasi vakalarin yarisi 5 yil
icinde olmekte

) ( )

1996’da 11.2 /1000 2008’de 3.9/1000




Annals of Agricultural and Environmental Medicine 2011, Vol 18, No 2, 318-317
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Diabetic foot — the need for comprehensive |
multidisciplinary approach

Anna Korzon-Burakowska’, Piotr Dziemidok?~
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Annals of Agricultural and Environmental Medicine 2013, Vol 18, No 2, 314-317

S REVIEW ARTICLE

Diabetic foot — the need for comprehensive |
multidisciplinary approach

Anna Korzon-Burakowska’, Piotr Dziemidok?~*

DA tedavisinde basari; multidisipliner takim
calismasi siradan medikal bakim veya tek bir
uzman yaklasimina gore daha etkin




Annals of Agricultural and Environmental Medicine 2017, Vol 18, No 2, 314-317
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Diabetic foot — the nedllilSsslsls = =ialelgls (10161 s
multidisciplinary appriCEL R ERTECEL TR 1

Anna Korzon-Burakowska’', Piotr Dziemidok?* t h e S pec i a ' ists a t a

" 11X ) patient’s bedside at the

same time, but as a shared
i ol experience in diabetic foot
management
. . and the possibility of

DA tedavisinde basar immediate communication
calismasi siradan med i el el bRy
uzman yaklasimii-- -




DA KURULU ONCESI VE SONRASI

AMPUTASYON ORANLARI DEGISIYOR MU?

T 1. A. Barth Verlag in Georg Thieme Verlag KG Stuttgart - New York

Reduction of Major Amputations after Starting a Multidisciplinary
Diabetic Foot Care Team: Single Centre Experience from Turkey
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AMPUTASYON ORANLARI DEGISIYOR MU?

Z 1. A. Barth Verlag in Georg Thieme Verlag KG Stuttgart - New York

Reduction of Major Amputations after Starting a Multidisciplinary
Diabetic Foot Care Team: Single Centre Experience from Turkey




DA KURULU ONCESI VE SONRASI

AMPUTASYON ORANLARI DEGISIYOR MU?

£ J. A. Barth Verlag in Georg Thieme Veriag KG Stuttgart - New York

Reduction of Major Amputations after Starting a Multidisciplinary
Diabetic Foot Care Team: Single Centre Experience from Turkey

Major amputasyon %
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AMPUTASYON ORANLARI DEGISIYOR MU?

2 ). A. Barth Verlag in Georg Thieme Verlag KG Stuttgart - New York

Reduction of Major Amputations after Starting a Multidisciplinary
Diabetic Foot Care Team: Single Centre Experience from Turkey




DA KURULU ONCESI VE SONRASI

AMPUTASYON ORANLARI DEGISIYOR MU?

Z 1. A. Barth Verlag in Georg Thieme Verlag KG Stuttgart - New York
Reduction of Major Amputations after Starting a Multidisciplinary
Diabetic Foot Care Team: Single Centre Experience from Turkey

Major amputasyon oranlari takim
calismasi ile azaltilabilir




DA kurulunun ekonomik avantajlari

« 2007 ‘de diyabet ve komplikasyonlari nedeniyle
maliyet 116 milyar dolar

« Bunun en az ucte biri diyabetin ayak ulserleri ile
ligkili surecler icin

« Bu maliyet diyabetik ayak timlerinin uygulamaya
gecmesi

* Ayak komplikasyonlarinin ve amputasyon
oranlarinin azaltilmasi ile dusurulebilir.

Driver T, The costs of diabetic foot: the economic case for the limb salvage team.J
Am Podiatr Med Assoc, 2010




10.Oneri: Yara debritmani konusunda yeterli
deneyimi olmayan klinisyenler ozellikle yaygin
prosedurier icin deneyimli olanlardan konsultasyon
istemelidir

11.0neri: Onemli bir iskemi oldugunun klinik ve

tanisal belirtileri varsa vaskuler cerrah
revaskularizasyon acisindan degerlendirmeli.

12.0neri: Basing azaltma yontemleri icin
konsultasyon istenmel




Tani

 KLINIK MUAYENE

* Doppler

« DSA (altin standart)
« MRA, BT Anjiyografi

REVASKULARIZASYON

» Anjiografik girisimler: PTA, Stent
« Cerrahi girisimler: Bypass, Endarterektomi




Australian Diabetes Foot Network: management of diabetes-related
foot ulceration — a clinical update, 2012

Vascular management

' Tf pedal pulses are absent In either foot, if there 1s gangrene
or if there is no improvement in the ulcer healing despite
appropriate wound management for 4 weeks, the person

should be referred to a vascular sPecialist or an MFCT.

Vascular specialists and MFCI members are the most
appropriate individuals for selecting advanced investiga-
tions (eg, arterial Doppler ultrasound, computed tomogra-
phy angilogram, magnetic resonance anglogram and
catheter angiogram). Revascularisation by either percuta-
neous angloplasty or operative bypass is recommended
whenever possible.”




4- Diyabetik Ayak Enfeksiyonu olan hastalarin
hastaneye yatiriima ve taburcu ediimeleri?

14.0neri: Yatis kriterleri
« Tum agir hastalar

» Orta vakalar: Agir periferal arter yetmezligi, ev
bakim destegi saglanayan

« Ayaktan tedavi basarisizligi saglanan hastalar




Table 3. Characteristics suggesting a more serious diabetic foot infection and potential indications for hospitalization

(A) Findings suggesting a more serious diabetic foot infection

Wound specific
Wound Penetrates into subcutaneous tissues, i.e., fascia, tendon, muscle, joint, bone
Cellulitis Extensive (>2 am), distant from ulceration or rapidly progressive
Local signs Severe inflammation, crepitus, bullae, marked induration, discoloration,
necrosis/gangrene, ecchymoses or petechiae
General
Presentation Acute onset or rapidly progressive
Systemic signs Fever, chills, hypotension, confusion, volume depletion
Laboratory tests Leukocytosis, severe or worsening hyperglycaemia, aadosis, azotaemia,
electrolyte abnormalities
Complicating features Presence of a foreign body (accidental or surgically implanted),
puncture wound, abscess, artenal or venous insufficiency, lymphoedema
Current treatment Progression while on apparently appropnate antibiotic therapy

(B) Factors suggesting hospitalization may be necessary
-Severe infection (Table 3A)
Metabolic instability
«Intravenous therapy needed (and not available/appropnate as outpatient)
-Diagnostic tests needed that are not available as outpatient
«Critical foot ischemia present
-Surgical procedures (more than minor) required
-Failure of outpatient management
-Patient’s inability or unwaillingness to comply with outpatient-based treatment
+Need for more complex dressing changes than patient/caregivers can provide




Table 3. Characteristics suggesting a more serious diabetic foot infection and potential indications for hospitalization

Findings suggesting a more serious diabetic foot infection
Wound specific
Wound Penetrates into subcutaneous tissues, i.e., fascia, tendon, musdle, joint,
Cellulitis Extensive (>2 an), distant from ulceration or rapidly progressive
Local signs Severe inflammation, crepitus, bullae, marked induration, discoloration,
General | : .
Presentation Acute onset or rapidly progressive
Systemic signs Fever, chills, hypotension, confusion, volume depletion
Laboratory tests Leukocytosis, severe or worsening hyperglycaemia, aadosis, azotaemia,
electrolyte abnormalities
Complicating features Presence of a foreign body (accidental or surgically implanted),
puncture wound, abscess, artenal or venous insufficiency, lymphoedema
Wmm Progression while on apparently appropnate antibiotic therapy }

(B) Factors suggesting hospitalization may be necessary
»Severe infection (Table 3A)
Metabolic instability
«Intravenous therapy needed (and not available/appropnate as outpatient)
+Diagnostic tests needed that are not available as outpatient
«Critical foot ischemia present
+Surgical procedures (more than minor) required
-Failure of outpatient management
-Patient’s inability or unwillingness to comply with outpatient-based treatment
+Need for more complex dressing changes than patient/caregivers can provide
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Yaraya spesifik
Yara: Subkutan doku yayilimi; fasya,
tendon, kas,eklem, kemik..
Selulit: Yaygin; >2cm uzerinde, hizli yayihm

Lokal Bulgular: Agir inflamasyon,

krepitasyon, buller, nekroz, gangren, ekimoz
petesi




Yaraya spesifik
Yara: Subkutan doku yayilimi; fasya,
tendon, kas,eklem, kemik..
Selulit: Yaygin; >2cm uzerinde, hizli yayilim
Lokal Bulgular: Agir inflamasyon,
krepitasyon, buller, nekroz, gangren, ekimoz
petesi

Genel
Baslangic: Akut baslangis ve hizli yayilim
Sistemik bulgular: Ates, titreme, hipotansiyon,
konfuzyon
LAB: Lokositoz, agir hiperglisemi, asidoz,azotemi
Komplike edici faktor: Yabanci cisim, abse,
arteryel-venoz yetm, lenfodem




Table 3. Characteristics suggesting a more serious diabetic foot infection and potential indications for hospitalization

(A) Findings suggesting a more serious diabetic foot infection

Wound specific
Wound Penetrates into subcutaneous tissues, i.e., fascia, tendon, muscle, joint, bone
Cellulitis Extensive (>2 am), distant from ulceration or rapidly progressive
Local signs Severe inflammation, crepitus, bullae, marked induration, discoloration,
necrosis/gangrene, ecchymoses or petechiae
General
Presentation Acute onset or rapidly progressive
Systemic signs Fever, chills, hypotension, confusion, volume depletion
Laboratory tests Leukocytosis, severe or worsening hyperglycaemia, aadosis, azotaemia,
electrolyte abnormalities
Complicating features Presence of a foreign body (accidental or surgically implanted),
puncture wound, abscess, artenal or venous insufficiency, lymphoedema
Current treatment Progression while on apparently appropnate antibiotic therapy

(B) Factors suggesting hospitalization may be necessary
-Severe infection (Table 3A)
‘Metabolic instability
«Intravenous therapy needed (and not available/appropnate as outpatient)
-Diagnostic tests needed that are not available as outpatient
«Critical foot ischemia present
*Surgical procedures (more than minor) required
-Failure of outpatient management
-Patient’s inability or unwillingness to comply with outpatient-based treatment
+Need for more complex dressing changes than patient/caregivers can provide




Hastaneye yatis gereksinimi

(A) Findings suggesting a more serious diabetic foot infection

Wound specific
Wound Penetrates into subcutaneous tissues, i.e., fascia, tendon, muscle, joint, bone
Cellulitis Extensive (>2 am), distant from ulceration or rapidly progressive
Local signs Severe inflammation, crepitus, bullae, marked induration, discoloration,
necrosis/gangrene, ecchymaoses or petechiae
General
Presentation Acute onset or rapidly progressive
Systemic signs Fever, chills, hypotension, confusion, volume depletion
Laboratory tests Leukocytosis, severe or worsening hyperglycaemia, aadosis, azotaemia,
electrolyte abnormalities
Complicating features Presence of a foreign body (accidental or surgically implanted),
puncture wound, abscess, artenal or venous insufficiency, lymphoedema
Current treatment Progression while on apparently appropnate antibiotic therapy
6 Factors suggesting hospitalization may be necessary \
+Severe infection (Table 3A)
‘Metabalic instability

+Intravenous therapy needed (and not available/appropnate as outpatient)
+Diagnostic tests needed that are not available as outpatient
«Critical foot ischemia present

-Surgical procedures (more than minor) required

-Failure of outpatient management

-Patient’s inability or unwillingness to comply with outpatient-based treatment
\-Nedfumcamia&ashgd\mgemmpammeg’mmpmﬁde




Hastaneye yatis gereksinimi

« Daha ciddi DAE bulgular

» Metabolik instabilite

« |V tedavi gereksinimi

« Tanisal test gereksinimi

» Kiritik ayak iskemisi varligi

« Cerrahi girisim gerekliligi

» Ayaktan tedavide basarisizlik

» Ayaktan tedavide uyum yetersizligi
 Ozellikli yara bakim uygulamalari




4- Diyabetik Ayak Enfeksiyonu olan hastalarin
hastaneye yatiriima ve taburcu edilmeleri?

15.0neri: Taburcu ediimeden énce:

*Hasta klinik olarak stabil olmall,

*Acil olarak gerekli tum cerrahi islemlerin yapilmis olmal
*Glisemik kontrol saglanmali,

*Yukten kurtarma (off loading) gerekli ise, hastanin ihtiyacina
gore duzenlenmeli (0zel ayakkabi,terlik,ortez,protez,tekeriekli
sandalye,v.b.),

«Ozel yara bakimi onerileri ve dizenli takip planlanmasi
yapiimis olmal..







5- Diyabetik Ayak Yarasi olan bir hastadan ne zaman
ve nasil kultur ornegi alinmalh?

16.0neri: Enfekte olmayan yaradan kulttir
alma

17.0neri: Antibiyotik tedavisi baslanmadan
once kultur alinmali




5- Diyabetik Ayak Yarasi olan bir hastadan ne zaman
ve nasil kultur ornegi alinmah?

18.Oneri: Kultar icin 6rnek, yara iyice temizlenip, debride edildikten
sonra, kullaniimamis,yeni steril aletlerle, derin dokudan biyopsi veya kuretaj
lle alinmahdir.

Parulan sekresyoniar steril sartlarda aspire ediimeli




Suruntu kulturler,
ozellikle yeterince debride edilmemis yaralarda oneriimez.




6. DAE Baslangic AB Tedavisi Nasil Secilmeli
Ne Zaman Modifiye Edilmelidir?




19.0neri: Enfekte olmayan yaraya ab verme
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20.0neri: Antibiyotik tedavisi uygun yara bakimi
lle birlestiriimeli

21.0neri: Enfeksiyonun agirligi ve muhtemel
etken m. o dusunulerek baslanmali
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Current medical management
of diabetic foot infections
Expert Rev. Anti Infect. Ther: 8(11), 12931305 (2010)

Foot infections are a serious complication of diabetes associated with substantial morbidity and
occasional mortality. Antibiotic therapy for mild infections in patients who have not recently
received antibiotic therapy can often be directed at just staphylococci and streptococct. Empiric
therapy for infections that are chronic, moderate or severe, or that occur in patients who have
failed previous antibiotic treatment, should usually be more broad spectrum. Bone infection
also complicates a substantial percentage of diabetic foot wounds and increases the likelihood
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Infection Seventy Probable Pathogenis) Anabiouc Agent Coemments
Mild (usually reated Staphyliococcus aureus Dicloxaciliin Requires Q!0 dosing; narrow-
with oral agent|s]) (MSSA); spectrum; inexpensive
Streptococcus spp
Clindamycin® Usually actve against community-

associated MRSA, but check
macrolide sensitivity and consider
ordering a “D-test” before using
for MBSA. Inhibits protein
synthesis of some bactenal toxins

Cephalexin® Requires Q!D dosing; nexpensive
Levofloxacin® Once-daily dosing; suboptimal
against S. aureus
that includes anaercbic coverage
Methicilin-re sistant Doxycycline Active against many MRSA & some
S. aureus (MRSA) gram-negatives; uncertain against
Streptococcus species
Tnmethoprim/ Active against many MRSA & some
sulfamethoxazole gram-negatives; meamn actmvity

against streptococa
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Hafif Olgularda AB Tedavi

MRSA olasiligl varsa verilen antibiyotik MRSA efkili

olmali

Onceden geciriimis MRSA enfeksiyonu
Nazal MRSA kolonizasyonu

Yakin zamanda hospitalizasyon ve antibiyotik kullanimi
Lokal epidemiyolojik verilere gore MRSA olasiligl yuksek




Orta- Agir Olgularda AB Tedavi 1

Moderate (may be MSSA; Streptococcus Lavofloxacin® Once-daily dosing: suboptimal
treated with oral or spo; agamnst S. sureus
imitizl paremersal Entercbacenacese;
agents) or severe cohgate anaembes
(ususlly treated with
parenteral agent(si}

Cefoxitin® Second-generation cephalosponn

Ceftnaxons Oncea<daily dosing, thirdgeneration
cephalospornn

Ampiciltin-sulbactam ® Adequate if low suspicion of
7. seruginoss:

Moxifloxacin® Once-daily oral dosing. Relatively
oroad-spectrum, including most
coligate anaerobiC organsms
spactrum including angercoes. but
not sctive against P aerugnoss:

Tigecycine® Actve against MRSA. Spectum may

be excessively broad. High mtes of
nauses and vomiting 2nd increased
maortality warmmg. Nonequnaient

randomized clirscal tnal

Levess ST e initad eud

with clindamycn® ciindamycin for severe S aureus
nfectons; PO & IV formulatons
for both drugs

imipenem-cilastatin® Very broad-spectrum (but not against

MRSA}; use only when this s
requred. Consder when ESBL-
when used >2 wk
Ceptomycin® Cnce-daily dosing. Requires senal

monitonng of CPK
gradually ncreasng

Pseudomonas Piperacillin-tazobactam” TIYQID dosing. Useful for broad-

IerngIinosa SDECITUIM COVErage. P 3erugnoss

15 an uncommon pathogen in

dizbetic foot mfections except n
special arcumstances (2)




Orta- Agir Olgularda AB Tedavi 1

Infection Seventy Probable Pathogenis) Antiictic Agent Comments
MRSA Vancomycn®, ceftandime, Very broad-spectum coversge:;
Entembacenaecse, cefepime, pperacilin- usuelly only used for empinc
Pseudormonas, and tazobactam®, aztrecnam.” of therapy of severe infection
cbligate anaerobes a carbapenem® Consider addition of obligate

22.0neri: Kesin tedavi kiltlir sonuclari ve

once baslanan tedaviye cevap birlikte
degerlendirilerek yonlendirilmeli




Table 3. Suggested agents (parenteral or oral) that may be used for empiric therapy of moderate-to-

severe diabetic foot infections’.

Ampidllin/sulbactam 3-lactam/B-lactamase inhibitor No Yes fes
Ticarallin/clawulanate 3-lactam/B-lactamase inhibitor No £s Yes
Piperaallin/tazobactam 3-lactam/8-lactamase inhibitor No fes (es
Imipenem/alistatin Carbapenem No es Yes
Ertapenem?® Carbapenem No fes Yes
Moxifloxacin® Quinolone No Yes No
_lindamyadn + ciprofioxadn® or Lincosamide/quinolone Some Yes/no No/yes
levofioxaan

Tigecycline® Glycylcydine fes Yes No
/ancomycin™ Glycopeptide Yes No (es
Linezolid*¥ Oxazolidinone Yes No No
Daptomyan™ Cydic lipopeptide res No fes

"all agents have been used in published trials of treatment of diabetic foot infections
JSFDA indication for comphicatad diabetic foot infections without osteomyelitis.

For patients wath peniallin allergy in whom MRSA is not suspected
"Healthcare-assodated MRSA and community-acquired MRSA activity

*Anasrobic and Gram-negative activity lacking. Use in combination for mixed infections
MRSA: Methiallin-resistant Staphviococcus aureus

Kosinsky MA,Ekspert Rev AntiInfect Ther, 2010
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Table 11. Suggested Route, Setting, and Duration of Antibiotic
Therapy, by Clinical Syndrome

Sie of Infection, by Route Durstion of
Sewenty or Extent Admnistration Setting Therapy

Soft-tissue only
Mild Topical or oral OCutpatient

Ozl formtial  Cutpatent/
parenteral) inpatient

intial Inpatent,
parenteral, then
swrtch to outpatient

oral when
possible




23.0neri: AB Verilis Yolu —Siresi Enf

Agirligina Gore Belirlenecek.
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Table 11. Suggested Route, Setting, and Duration of Antibiotic
Therapy, by Clinical Syndrome

Site of Infection, by Route of Duration of
Sewenity or Extent Admmnistration Setting Therapy

Soft-tissue only
Mild Topical ororal Outpatient 1-2 wk;
may
extend
upto4
wk
slow to
resolve
Cral forimtial Cutpatienty 1-3wk
parenteral) inpatient
Imtial Inpatient, 2-4 wk
parenteral, then
switch to outpatient
oral when
possible




23.0neri: AB Verilis Yolu —Siresi Enf
Agirligina Gore Belirlenecek

Hafif-orta vakalarda oral tedavi
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Table 11. Suggested Route, Setting, and Duration of Antibiotic
Therapy, by Clinical Syndrome

Site of Infection, by Route of
Sewenty or Extent Administration Setting
Soft-tissue only

Mild Topical ororal Outpatient  1-2 wk;

may
extend

Duration of
Therapy

uptwod
wk

slow to
resolve
Ol forimtial Cutpatenty 1-3wk
parenteral) inpatient
Irutial Inpatent, 2-4 wk
varenteral, then
switch to outpatient
oral when
possible




23.0neri: AB Verilis Yolu —Siresi Enf
Agirligina Gore Belirlenecek

Hfi-oﬁa alada oral-edai
Parenteral tedavi tiim agir ve bazi orta vakalara
baslanmali

Table 11. Suggested Route, Setting, and Duration of Antibiotic
Therapy, by Clinical Syndrome

Site of Infection, by Route of Duration of
Sewenty or Extent Admnistration Setting Therapy

Soft-tissue only
Mild Topical or oral Outpatient 1-2 wk;
may
extend
uptwo4
wk
slow to
resolve
Mcderate Cral forimtial Outpatienty 1-3wk
parenteral) inpatient
Severe Intial Inpatient, 2-4 wk
carenteral, then
switch to outpatient
oral when

possible



23.0neri: AB Verilis Yolu —Siiresi Enf
Aglrllgma _Gére _Belirlenecek

Haflf-orta vakalarda oral tedaw

Parenteral tedavi tim aglr ve bazi orta vakalara

baslanmali
Table 11. Suggested Route. Setting, and Duration of Antibiotic

Kultur sonucglar ve hastanin durumuna gore oral
tedaviye geciimeli

Topical ororal OQutpatient 1-2 wk;
may
extend
upto4
wk
slow to
resolve

Moderate Oral forimtial Cutpatienty 1-3 wk
parenteral) inpatient

Severe Intial Inpatient, 2-4 wk
parenteral, then
switch to outpatient
oral when

possible



24.0neri: AB tedavisi lezyon diizelinceye kadar
degil, enfeksiyon bulgularinin rezolusyonu
saglanincaya kadar




7- DAE degeriendirmek icin, tan1 yontemleri ne
zaman dusunulmeli ve hangisini secilmeli?




7- DAE degeriendirmek icin, tani yontemleri ne
zaman dusunulmeli ve hangisini secilmeli?

25.0neri: Yeni bir direkt grafi kemik
tutulumu yumusak dokuda gaz, yabanci
cisim varhgini gostermek icin istenmeli

3




26.0neri: MRI yumusak dokuda
abse, osteomyelit varligini
gostermek acisindan bir sonraki
asama

27.0neri: MRI yapilamiyorsa kemik
sintigrafisi ve isaretli lokosit
sintigrafi kombinasyonu alternatif
olarak dusunulebilir




8- DAE ‘lu hastada osteomyelit nasil teshis ve
tedavi edilmeli?




8- DAE ‘lu hastada osteomyelit nasil teshis ve

tedavi edilmeli?

Kemik sondaji
Sosis parmak

Ulser zemininde kemigin
gorulmesi

Kemigin patolojik kirigi
>4 hafta DAE ulseri
SIRS bulgulan

>2cm? genisliginde, >3mm
derinliginde ulser




8- DAE ‘lu hastada osteomyelit nasil teshis ve

tedavi edilmeli?

Kemik sondaji
Sosis parmak

Ulser zemininde kemigin
gorulmesi

Kemigin patolojik kirigi
>4 hafta DAE ulseri
SIRS bulgulari

>2cm? genisliginde, >3mm
derinliginde ulser

ESR>70 mm/h
CRP >3.2 mg/dL




8- DAE ‘lu hastada osteomyelit nasil teshis ve

tedavi edilmeli?

Kemik sondaji
Sosis parmak Direkt grafi

Ulser zemininde kemigin MR'_ = _'
gorulmesi Kemik sintigrafisi

Kemigin patolojik kirgi
>4 hafta DAE ulseri

SIRS bulgulari

>2cm? genisliginde, >3mm
derinliginde Ulser

ESR>70 mm/h
CRP >3,2 mg/dL




8- DAE ‘lu hastada osteomyelit nasil teshis ve
tedavi edilmeli?

Kemik sondaji

Sosis parmak Direkt grafi

Ulser zemininde kemigin MRI

gorilmesi Kemik sintigrafisi
Kemigin patolojik kingi | .
>4 hafta DAE ulseri ALTIN STAN DAI’
SIRS bulgular Kemik kaltara, *
>2¢m? genisliginde, >3mm histopatoloji %

derinliginde ulser =

ESR>70 mm/h
CRP >3,2 mg/dL




8- DAE ‘lu hastada osteomyelit nasil teshis ve
tedavi edilmeli?

» Kr osteomyelitte kesin tedavi icin kemik
rezeksiyonu gerekli

» Cerrahisiz 3-6 ay medikal tedavi ile % 65-80
basari

4

Lipsky BA Lancet 2005;
Pittet D .Arch Intern Med 1999




8- DAE ‘lu hastada osteomyelit nasil teshis ve
tedavi edilmeli?

Once medikal

Ardindan cerrahi tedavi

Bone or joint
No residual Parenteral or 2-5d
nfected tissue (eg, oral

postamputation)
Residual nfected Paenteralor ... 1-3 wk
soft ussue but oral
not bone)
Residual nfectaed Iranial 4-5 wk
fbut vizble} bone parenteral,
then
consider
oral switch
No surgery, or Intial >3 mo

parenteral,




37.0neri : Ozellikle Diyabetik Ayak Osteomyeliti

tedavisinde ;

. Hiperbarik Oksijen Tedavisi
« Buyume faktorleri
* Maggot
» Topikal negatif basing tedavisi (orn; vakum
destekli kapama-VAC)
gibi yardimci tedavi metodlari

‘ genel olarak bilimsel destekten yoksundur.







9- DAE’lu hangi hastalarda cerrahi girisim
dusunulmelidir ve hangi girisim (islem,ameliyat)
uygun olur?

38.0neri: Orta veya ciddi DAE mutlaka bir cerrah
tarafindan degerlendirilmelidir.




39.0neri: Derin dokularda gaz, absel
ve nekrotizan fasiitli




39.0neri: Derin dokularda gaz, abseli

ve nekrotizan fasiitli




39.0neri: Derin dokularda gaz, abseli
ve nekrotizan fasiitli

Onemli oranda infekte doku, ileri derecede kemik veya
eklem tutulumu olan yaralarda aciliyet daha dikkatle
degerlendirilip, hastanin genel durumuna gore karar

alinabilir




40.0Oneri: Kritik bacak iskemisi (istirahat
agrisi,gangren,iyilesmeyen yara) hastalar
iskeminin belirgin oldugu hastalarda
gerekli

Tum cerrahlar, acil debridman ve/veya drenaj
islemlerini yapabilir.
icin cerrahin, ayak
anatomisi ile ilgili yeterli bilgisi olmal




10- DAE lu hastalarda hangi tip yara bakimi
teknikleri ve yara ortuleri uygun ve gereklidir?




10- DAE lu hastalarda hangi tip yara bakimi
teknikleri ve yara ortuleri uygun ve gereklidir?

42.0Oneri: Debris, eskar ve gevredeki kallusu igin
iceren cerrahi metodlar daha iyi

*Mekanik, otolitik veya larva ile yapilan debridman,
nemli pansuman malzemesinin secimi onemili




SONUGC OLARAK

« Ekip calismasi gerektirmesi
« Zahmetli ve uzun surecleri kapsamasi nedeniyle

Bu gun icin cazibesi olan populer tip uygulamalarindan
degildir




SONUGC OLARAK

« Ekip calismasi gerektirmesi
« Zahmetli ve uzun surecleri kapsamasi nedeniyle

Bu gun icin cazibesi olan populer tip uygulamalarindan
degildir

Bu hastalara sahip cikilmasi,

sosyal devlet anlayisi ve
hekimlik etiginin bir gereqi




SONUGC OLARAK

« Ekip calismasi gerektirmesi
« Zahmetli ve uzun surecleri kapsamasi nedeniyle

Bu gun icin cazibesi olan populer tip uygulamalarindan
degildir

UNUTULMAMALI




UEAH Diyabetik Ayak Kurulu

Haziran 2010 yilinda kuruldu
llk toplantisini 27.12.2010 yilinda yapti
Duzenli olarak haftada bir kez diyabetik ayak

konseyi toplanmakta

Diyabetik ayak bakim poliklinigi 6.11.2011'de
acildi

Diyabetik ayak polikliniginde kuruldugu giinden
itibaren 450 civarinda diyabetik ayak enfeksiyonlu

has

raya bakim verilmektedir.




UEAH Diyabetik Ayak Kurulu




UEAH Diabetik Ayak Kurulu




SABRINIZ iCiN TESEKKURLER...




HOSGELDINiZ




