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49 Yasinda kadin hasta

Sag ayak topugunda yara, ates, titreme
Bir hafta once sikayetleri baslamis

15 yildir DM hikayesi (insulin kullaniyor)
1 yildir HT







4X4 cm buyuklugunde
nekroze yara, etrafinda
5 cmlik ayak bileginin ic
yan yuzeyine dogru
uzanan kizariklik ve
endurasyon

Agri hissetmiyor

Lokal pansuman

AB kullanmamis
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Laboratuvar Bulgular

WBC: 7960/mm3,

Hb: 10.6qgr/dl,

Hct: % 31.6

CRP: 20.3mg/dl (N: 0-0.5 mg/dl)
Sedim: 136 mm/saat

Aclik Kan Sekeri: 278 mg/dl
HbA1C: 6.7




Direkt graf

Osteomyelit bulgusu saptanmadi






Table 1. The classification systems for defining the presence and severity of an infection of the foot in a person with diabetes de-
veloped by the Infectious Diseases Society of America (ID5SA) and the International Working Group on the Diabetic Foot (IWGDF)

Clinical classification of infection (IDSA), with definitions IWGDF grade (IDSA dassification)

Uninfected: No systemic or local symptoms or signs of infection 1 {uninfected)

Infectad:

e Hasta diyabetik ayak infeksiyonu tanisi

+Erythe

W ile Infeksiyon Hastaliklari Klinigi'ne
ter yatirild.

gout, ac

- Infection invelving the skin or subcutaneous tissue enly (without involvement of 2 (mild infection)
deeper tissues and without systemic 5-iL_]1I'IE|- as described below)

- Any erythema present extends <2 ¢m’ around the wound

- No systemic signs or symptoms of infection (see below)

— Infection involving structures deeper than skin and subcutaneous tissues (e.g. bone, 3 (moderate infection)
joint, tendon) or erythema extending >2cm’ from the wound margin
- No systemic signs or symptoms of infection (see below)

- Any foot infection with the following signs of a systemic inflammatory response 4 (severe infection)
syndrome, as manitested by =2 of the following:

Temperature >38 or <36°C

«Heart rate =90 beats/min

*Respiratory rate =20 breaths/min or PaC0O; <32 mmHg

“White blood cell count =12 000 or <4000 cu/mm or 10% immature (band) forms

1I | b



Table 2 Infectious Diseases Society of America and International Working Group on the Diabetic Foot Classifications of Diabetic
Foot Infection

IDEA Infection
Clinical Manifestation of Infection FEDIS Grade Severity
Mo symptoms or signs of infection 1 Uninfected
Infection present, as defined by the presence of at least 2 of the following rerms:
e | ocal swelling or induration
¢« Ergthema
¢ |ocal tendemess or pain
¢ Local warmith
*  PFurulent discharge ithick, opague o white or sanguineous secration)
Local infection involving only the skin and the subcutaneous tissue iwithout involement of deeper 2 hild
tissues and without syatemic signs as described below). If enthema, must be =05 em to <2 cm
around the ulcer.
Exclude other causes of an inflammatary response of the skin (eg, trauma, gout, acute Charcot
neuro-ostecarthropathy, fractune, thrombosis, venous stasis).
Local infection (as described abowe] with erythema = 2 om, or invalving structures deaper than skin 3 hoderate
and subcutaneous tissues (eg, abscess, osteomyelitis, sepfic arthntis, fasciitis), and
Mo systemic inflammatary response signs (as described below)
Local infection (as described abowe] with the signs of SIRS, as manifested by =2 of the following: | Severns”

Temperatume =38°C or <36°C

Heart rate =90 beats/min

Respiratory rate =20 breaths/min or PaCCOy <32 mm Hg

White blood cell court =12 000 or <4000 cellsful or >10% immature (band) farms

Abtreviations: IDSA, Infectious Disasses Society of Amarnca: PalOs partial pressure of ananal carbon dioxida: PEDIS, parfusion, extent/sza, dapthitissus loss,
infaction, and sensation: SIRS, systamic inflammatony respansa syndroma.

* lecharnia may increasa the sevarity of any infection, and the presence of aritical ischemia often makes the infection severa. Systamic infection may someatimas
rranifast with athar clinical findings, such as hypotension, confusion, vomiting, or evidence of metabolic disturbances, such as acdasis, savare hyparglycamia,
and new-onset azotemia [29, 43, 44].

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




Expert opinion on the management of infections in
the diabetic foot

Yaraya spesifl
Yara: Subkutan doku yayilimi; fasya,

Wnund 5

i tendon, kas,eklem, kemik..

- Selulit: Yaygin; >2cm uzerinde, hizli yayilim
Lokal Bulgular: Agir inflamasyon,
krepitasyon, buller, nekroz, gangren, ekimoz

, petesi y

Cellulit

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




Hastaneye yat|§ gereksinimi

Daha ciddi DAI bulgularl
Metabolik instabilite
IV tedavi gereksinimi
Tanisal test gereksinimi
Kritik ayak iskemisi varlig!
Cerrahi girisim gerekliligi
Ayaktan tedavide basarisizlik
Ayaktan tedavide uyum yetersizligi
Ozellikli yara bakim uygulamalar




 Kultur icin materyal purulan
sekresyondan aspirasyon ile alindi

« Ampirik olarak ampisilin sulbaktam 4X1
gr/gun IV baslandi

« Dabhiliye, ortopedi, plastik cerrahi, kalp
damar cerrahi, noroloji, goz
konsultasyonlari planlandi.




2012 Infectious Diseases Society of America

Diyabetik ayak infeksiyonlarinin yonetimi lokal ve
sistemik sorunlarin tedavisi icin multidisipliner
calisma gerektirir.

Hastaneye yatis maliyeti yuksek medikal ve sosyal
durumunun birlikte degerlendirilmesini gerektirir.

Agir vakalar veya kritik organ iskemisi olan vakalar
hastanede tedavi edilmeli.




Lipsky BA, Spesific guidelines for treatment of
diabetic foot infections 2011, Diabetes Metab
Rev Res 2012

Hastaneye yatis intiyaci: tum agir vakalar, orta
vakalarin ¢cogu ve az sayida hafif vakada
dusunulmel




* Empirik tedavi oncesi uygun sekilde alinan
doku orneklerinde kultur istenmelidir,

* Doku ornekleri biyopsi, ulser alaninin
kuretajl, aspirasyon ile alinmalidir,

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




2012 Intectious 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,” Adoli W. Karchmer,” Michael S. Pinzur," and Eric Senneville™

'Department of Madicing, University of Washington, Vetarans Affairs Puget Sound Health Cam System, Seattle; Bone Infection Unit, Nuffield
Orthopaedic Centre, Dxford University Hospitsls NHS Trust, Oxford; *Department of Medicing, University of Washington, Vetersn Affairs Puget Sound
Health Care Systam, Seattls; *Divisions of Hospital Medicine and Infectious Diseasas, MetoHealth Medical Center, Claveland, Ohio; *Depariment of

« Empirik antibiyotik infeksiyonun agirligi ve etken
olabilecek mikroorganizmalari kapsayacak
sekilde baslanmalidir,

« Agir ve bazi orta vakalar en azindan baslangicta
parenteral tedavi gerektirir,




For reprint orders, please contact reprints@eaxpert-reviews. commt

FEIEEWSI Current medical management
of diabetic foot infections

Expert Rewv. Anti infect. Ther. B(11), 12921205 {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 staphylococc and streptococci. Emipiric

Mark A Kosinskit and
Benjamin A Lipsky?

'"Dvvision of Medical Sciancas, Now . . . . .
York College of Podiatric Medidine, therapy for infections that are chronic, moderate or severe, or that occur in patients who hawve
53 East 124th Strect, New York, failed previous antibiotic treatment, should usually be more broad spectrum. Bone infection
N TOO3S5, UsAa L also complicates a substantial percentage of diabetic foot wounds and increases the likelihood

Daha once antibiyotik kullanmayan, orta agirliktaki
vakalarda tedavi aerobik gram-pozitif etkenler
gozonune alinarak planlanmalidir.



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

severe diabetic foot infections'.

Ampicdillin/sulbactam B-lactam/p-lactamase inhibitor Mo Yes Yes
Ticardillin/clavulanate B-lactam/B-lactamase inhibitor Mo Yes Yes
Piperacillin/tazobactam B-lactam/p-lactamase inhibitor Mo Yes Yes
Imipenem/cilistatin Carbapenem Mo Yes Yes
Ertapenem? Carbapenem Mo Yes Yes
Moxifloxacin® Quinolone Mo Yes No
Clindamycin + ciprofloxacin® or ~ Lincosamide/quinclone Some Yes/no Nofyes
levetloxacin

Tigecycline? Glycyloycline Yes Yes No
Vancormycin™ Glycopeptide Yes No Yes
Linezolid*% Oxazolidinone Yes No No
Daptomycin™ Cyclic lipopeptide Yes No Yes

T4l agents have been usad in published trials of treatment of diabatic foot infactions.
IS FDA indication for complicated diabetic foot infections without ostacmyelitis,

iFor patients with penicillin allargy in whom MRSA is not suspacted.
"Healthcare-assodated MRSA and community-acquired MRSA activity.

*Anasrobic and Gram-negative activity lacking. Use in combination for mixed infections.

MRSA: Methicillin-resistant Staphyviococcus auraus.
Kosinsky MA,Ekspert Rev Anti Infect Ther, 2010



Dahiliye Konsultasyonu
Acil glisemi kontrolu
Insulin tedavisine gecis
Diyet programlamasi
Tansiyon takipleri ve antihipertansif tedavi

Plastik Cerrahi Konsultasyonu
Rekonstruksiyon dusunulmeds

Debridman ve abse drenajl agisindan
ortopedik degerlendirme




Ortopedi Konsultasyonu

e Sag ayak medioplantar yuzde nekroze yara ve
altta abse mevcuttur. Drenaj gerekli...

Kalp Damar Cerrahisi Konsultasyonu
* Acil revaskilarizasyon gerekli degil..




Hastanin metabolik acidan stabilize edilip
cerrahi girisim agisindan degerlendirilmesi,
cerrahi gerekiyorsa yatistan sonraki 48 saat
icinde girisim uygulanmali,

Yasami veya ekstemiteyi tehdit eden nekrotizan
fassit, gazli gangren... acil cerrahi girisim,

Zamaninda ve agresif cerrahi debritman, sinirli

rezeksiyon veya amputasyonlar genis
amputasyonlari engelleyebilir.




Can Aggressive Treatment of Diabetic Foot Infections Reduce the Need for
Above-Ankle Amputation?

James S. Tan, Norman M. Friedman, From Northeastern Ohio Universities College of Medicine, Rootstown;
Carolyn Hazelton-Miller, J. Patrick Flanagan, and the Departments of Medicine and Orthopedics, Summa Health
System, Akron, Ohier

and Thomas M. File. Jr.

Ik G¢ glin icinde
Yalnizca AB PPN cerrahi girisim ve AB

2A. Debridman
2B. Sinirl amputasyon

tedavi

Amputasyon
Orani




HEMEN CERRAHI Mi?




IDSA GUIDELINES

2012 Infectious Diseases Society of America

Clinical Practice Guideline for the Diagnosis
IX. In which patients with a diabetic foot infection
should | consider surgical intervention, and what

type of procedure may be appropriate?

For patients with an early, evolving infection, it may be best

to delay surgery in an attempt to avoid the consequent scarring
and deformity. In those with a nonsevere infection, carefully
observing the effectiveness of medical therapy and the
demarcation line between necrotic and viable tissue before
operating may be prudent [255, 258]. If clinical findings worsen,
surgical intervention is usually needed.



Daha az ciddi olgularda medikal tedavinin
etkinligini gozlemek veya canli ve olu
dokular arasinda demarkasyon hattini
saptamak amaciyla cerrahi geciktirilebilir..




Diyabetik Ayak Kurulu: Mevcut tedavi planinin
devami ve debridman onerildi.




Osteomyelit??

« Cogu vakada direkt radyografi yeterli
olmaktadir

 Gerekirse en az 2 hafta sonra direkt
radyografi tekrarlanmali
Lipsky BA, Diapedes Metab Res Rev, 2012

* Ancak MRI ozellikle yumusak doku
tutulumunun da gosterilmesinde daha
sensitif ve spesifiktir.

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

Tibialis posterior tendon kilifinda minimal
effuzyon ve kalinlasma, tenosinovit ile
uyumliudur.

Ayak bileginde anterolateralde yumusak dokuda
lenfodem lehine sinyal artisi ve kalinlasma
izlenmistir.




* Diyabetik ayak infeksiyonlu her olguda arteryel
akim degerlendirilmelidir ,

e Sayet a.dorsalis pedis ve a.tibialis posterior
vurulari palpe ediliyorsa arteryel beslenme

sikhkla yeterlidir,
e Suphe varsa diger testler istenmelidir.




Arteriel-Venoz Doppler USG

Incelenen tim arterlerde distale belirginlesen
intimal kalinlasma ve dizensizlik izlenmektedir.

Sag tibialis posterior ve bilateral dorsalis pedis
arterlerde trifazik akim paterni izlenmekte olup
spektral kapanma saptanmistir ( erken
aterosklerotik degisikliklere sekonder)

Sag tibialis posterior arterde akim hizi 114 mm/s
olup trifazik akim saptanmistir.

Venoz doppler USG normal bulgulari




Hafta

Kizariklik ve
endurasyonda
belirgin azalma
mevcut

MRKNS uredi




Laboratuvar Bulgulari 1. hafta

WBC: 9140/mm?3

Hb: 12gr/dlI,

Hct: % 37.6

CRP: 3.14mg/dl (N: 0-0.5 mg/dl)
Sedim: 120 mm/saat




MABETES /METABOLISM RESEARCH AND REVIEWS IWGDF GUIDELINES
tiabetes Metab Res Rev 2012; 28(Suppl 1): 234-235.

'ublished online in Wiley Online Library (wilevonlinelibrary.com) DO 10.1002/dmrr. 2251

Specific guidelines for the treatment of diabetic
foot infections 2011"

* 1+
3.AL LlPSk}' Keywords diaberes mellitus; diaberic foor; infection; osteomyeliris; antibiotics;
i. J. G. Peters® surgery; systematic review
\. R. Berendt’
i. Senneville*
7 Bakker® These guidelines are based upon two companion Intemational Working
. -M bil® Group on the Diabetic Foot papers: ‘A Systemartic Review of the Effectiveness
N N - of Interventions in the Management of Infection in the Diabetic Foot' and
- A. Lavery . ‘Expert Opinion on the Management of Infections in the Diabetic Foot'.
/. Urbandi¢-Rovan
AT Teffenate™?

Diyabetik ayak infeksiyonunun tanisi kalttr

sonuclarindan ziyade inflamasyonun klinik
bulgularina dayandirilmali




Kesin tedavi kultur-antibiyogram sonuclari
ve empirik tedaviye yanit goz onune alinarak
planlanmalidir.




2. Hafta

Ortopedi

Demarkasyon hatti
beliren nekrotik
yaraya debridman
uygulandi




Laboratuvar Bulgular 2. hafta

WBC: 6020/mm?3,

Hb: 11.6gr/dlI,

Hct: % 35.6

CRP: 1.04mg/dl (N: 0-0.5 mg/dl)
Sedim: 102 mm/saat




3. Hafta

WBC: 5020/mm?3
Hb: 11 gr/dl,
Hct: % 35.6

CRP: 0.68mg/dl (N: 0-0.5
mg/dl)
Sedim: 85 mm/saat




« Tedavi infeksiyon bulgulari duzelene kadar
devam etmelidir, yara iyilesene kadar deqil

« Hafif vakalarda 1-2 hafta siklikla yeterli
(bazen 1- 2 hafta daha ilave sure)




Orta-agir vakalarda 2-4 hafta (etkilenen
dokular, debritman, yara vaskularite
durumuna bagl)

Osteomyelit varliginda 4-6 hafta, daha kisa
sureler infekte kemik dokunun ¢ikariimasi,
daha uzun sureler infekte kemigin
cikarilmamasi durumunda




articular route of
don of anribiotic
non-randomized

DIABETES MET, REVIEW ARTICLE -
DHabetes Metabh K
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D
F19. 3 Adeubledind placebo <ontrolled clinical trial for CAM
therapies.

Yumusak doku infeksiyonu ve
osteomyelitte; sistemik antibiyotik

tedavisinin uygulanim yolu
ve optimal tedavi surelerinin ustunlugunu
destekleyen veri yoktur.









Diabetik ayak infeksiyonlarinda
zamani iyi kullanmak gerekir
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UEAH Diabetik Ayak Kurulu




UEAH DIABETIK AYAK KURULU

Infeksiyon Hastaliklari Klinigi | Plastik Cerrahi Klinigi
Doc. Dr. Ayten Kadanali Uz. Dr. Dicle ibrahimoglu
Uz. Dr. Gul Karagoz
Uz. Dr. Behiye Dede Radyoloji Klinigi

Uz. Dr. Handan Ucankale

Dahiliye Kilinigi
Dog. Dr. Tayyibe Saler Diabetik Ayak Poliklinik

Uz. Dr. Sibel Serin Hemsireleri
Guldane Erselce

Ortopedi Klinigi Nebahat Kansiz

Uz. Dr. Necdet Saglam

Uz. Dr. Sedat Yeniocak Diabet Egitim Hemsiresi
Zekiye Celikoz

Kalp Damar Cerrahisi Klinigi

Uz. Dr. Behcget K. Eren
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