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«Benim yaptigimi sen yapamazsin, senin yaptigini ben
yapamam , ihtiyaclar cok fazla ve hic birimiz ben dahil
bliylik seyler yapamayiz ama her birimiz sevgi ile
kiiciik seyler yapabiliriz ve hep beraber harikalar
yaratabiliriz.»

Rahibe Teresa

«What I do you cannot do, but what you do I cannot do. The needs are great,
and none of us, including me ever do great things. But we can all do small
things with great love and together we can do something wonderful»

Butler DP. The 21st century burn care team BURNS 2013;39:375-79



Yanik hastasi tedavisi, yanik tizerine egitim almis kisilerden
olusmus multidisipliner bir ekiple basarili olur.

Genel cerrahi

Plastik ve rekonsttiktif cerrahi
Cocuk cerrahisi

Anestezi ve reanimasyon

Su alt1 hekimligi ve Hiperbarik tip
uzmani

Pratisyen hekim

Anestezi teknisyenleri

Yikama hemsireleri

Yogun bakim ve servis hemsireleri
Fizyoterapist

HBOT teknisyeni

Sterilizasyon ekibi

Bilgi islem elemanlar

Teknik elemanlar

Yardimci personel
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Derl

Viicuttaki en biiylik organlardan biri
e Sivi hemostazi
e Termoregiilasyon
e Immiinolojik fonksiyonlar
e Norosensor fonksiyonlar
e Metabolik fonksiyonlar

e Fiziki bariyer



/ Yanik

e Termal hasar
o Alev
e Sicak siwvilar
e Sicak objeler
e Buhar
¢ Kimyasal hasar
o Asit
o Alkali
e Petrol urunleri
* Radyasyon hasari
e Solaryum
o Xray

o Elektrik
e [s1

e Hiicre membran hasari
» Kaslar
» Sinirler
« Damarlar

* Inhalasyon hasar1

e Sicak duman
Mekanik hasar

e Toksik tirtinler
Kimyasal hasar



Siniflama

Yanigin derinligi

SUPERFICIAL
SECOND-DEGREE
BUAN

e Birinci derece
> Epidermis zow o
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> Epidermis + Dermis
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Siniflama

* Tim viicut ylizey alanina
orani (TVYA)

* o'lar kurah

ANTERIOR POSTERIOR

FIG. 3. Body diagram for estimation of total burned surface arca
(% TBSA) in adults, using the rule of nines (numbers are for anterior
only and posterior only). (Adapted from reference 369 with permission
of the publisher.)
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Amerikan Yanik Dernegi (ABA) — Minor Yanik

Eriskinlerde TVYA: %10

Cocuk ve yaslilarda
e %sinden daha az veya

e %2 den az tam kat yaniklari
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ABA — Orta yanik

Eriskinlerde TVYA %10-20'si
Cocuk ve yashilarda %s5-10u

Yul
In]
Sir]

ksek-voltaj hasari
halasyon hasari siiphesi

ktiler yanik,

Komorbiditelerin varligi



ABA — Major Yanik

Eriskinlerde TVYA'nin %:2o0sinden fazlasini

Cocuk ve yaslilarda %10 dan fazlasini tutan veya,
%s5ten fazla tam kat yanigi,

Yiksek voltaj yanigi,

Bilinen inhalasyon yanigi
Yuz, gozler, kulaklar, genital bolge veya eklemlerin
uzerinde dikkate deger yaniklar

Yanik hasariyla birlikte kirik veya major hasar gibi
kayda deger diger hasarlarin olmasi



Duyarli hasta

» Kicik ¢ocuklar ve yaglilar

* Intihar girisimleri ve oziirliiler
* Obes hastalar

* Altta yatan

 Immiin yetmezlikli hastalar




Komplikasyonlar
Lokal

e Eskar

o Skarlar

e Kontraksyonlar
e Deformiteler

e Infeksiyon

Sistemik
e Hipovolemi

e Metabolik problemler
» Hipoalbiiminemi
« Elektrolit bozukluklar
« Rabdomiyoliz
» Hemoliz

e Hipotermi
e Ileus

e Infeksiyon
e Mortalite



Yanik - fizyopatoloji

3 karakteristik tutulum alani
e Is1 kaynagina en yakin olan eskar dokusu

e Staz zonu
» Nekroz alanina komsu
» Canli
Perftizyon defektleri nedeniyle nekroz ve iskemi riski
e Hiperemi zonu
» Relatif olarak saglikli
» Artmis kan akimi ve vazodilatasyon

o Hicre hasar1t minimum
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Yanik - Fizyopatoloji
[rreversbl protein denaturasyonu ve koagiilasyon
nekrozu

Trombosit agregasyonu

Vazokonstriksyon ve sonucunda doku perfiizyonunda
bozulma

Epidermal siv1 kayb1

Odem

Termoregiilasyonda bozulma

Humoral ve hiicresel bagisikliga ciddi bir darbe
Derinin dogal koruyucu ozelliginde bozulma



Eskar dokusu

* Derin parsiyel ve tam kat
yaniklarda ortaya ¢ikan
proteinden zengin avaskiiler
sert nekrotik doku

e Dairesel oldugu zaman
« Doku ekspansiyonunu
engelleyerek lokal iskemi
e Mikrobiyal kolonizasyon
e Mikrobiyal proliferasyon

e Avaskuler
« Bagisik hiicreler bolgeye goc
edemez

- Sistemik antibiyotikler
ulasamaz

« Toksik maddeler lokal bagisik
cevabi baskilar
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Cerrahi tedavi

* Derin parsiyel yanik ve
tam kat yaniklarda

* Eskarektomi + Eksizyon
* Greftleme

e Otogreft

e Allogreft
¢ Fasiyotomi

e Kompartman
sendromunun
onlenmesi

°* Amputasyon










Yapilan ameliyat ve debridman sayilari




Yanik Tedavi Merkezi Yatan Hasta Sayilari

Yillar Yanik Servisi Yanik YB Toplam
2009 398 95 493
2010 487 152 639
2011 548 139 687
2012 596 155 751
2013 562 165 727
2014 (10) 520 116 636
Toplam 3111 822 3933

79% 21%




ABA 2014 Mortalite Oranlari

Table
4 : LIVED/DIED BY BURN GROUP SIZE (%TBSA)

Lived Died
%TBSA Cases Cases Mortality Rate
0.1-99 123,097 787 0.6
10-19.9 24,940 703 2.7
20-299 7.116 651 8.4
30 -39.9 3,059 608 16.6
40-499 1,501 553 269
50-59.9 782 46| 37.1
60 - 69.9 527 411 438
70-79.9 273 333 55.0
80 - 89.9 197 425 68.3
> 90 105 548 839
Subtotal 161,597 5,480 33
Missing or 0% 23,877 894 3.6
TOTAL 185,474 6,374 33
Total N=191,848
10

©American Burn Association, National Burn Reepository® 2014.Version 10.0. All Rights Reserved Worldwide.



Yillara gore eks oranlarimiz

Yillar YYB Eksitus Oranlari Genel Seri Eksitus Oranlari %6.5
2009 46.20% 8.75%
2010 40.70% 9.84%
2011 27.30% 5.50%
2012 26.10% 5.40%
2013 27.20% 6.10%
2014 (10) 24.10% 4.40%
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Table 1. Tobiasen's Abbreviated Burn Severity Index
(ABSI) score and prediction.

Parameter Finding Points
O ’ Sex Female 1
Male
TVYA %40’tan fazla
Age (years) 0-20 1
< . : 21-40 2
oldugu ciddi yaniklarda g |
81-100 4]
olimlerin %75inin “ |
nedeni sepsis Ay st T s ;
BSA burn (35) 1-10 1
11-20 2
21-30 3
31-40 <
41-50 4]
51-60 6
61-70 7
71-80 8
81-90 9
91-100 10
ABSI score and prediction.
ABSI Treat to Life Probability of
survival (%)
2-3 Very low 299
Murray CK. Infection in burns. ] trauma o Moderaely severe | 80-50
2007;62:73 1011 oo | 2040
=12 Maximum <10




Yanik, Genel ve Travma Yogun Bakim
Sepsis ve Mortalite

Sepsis Oranlari Sepsis Nedeniyle Mortalite

Yanik Yogun Bakim 8-42.5 Oranlan

Yanik Yogun Bakim 28 - 65
Genel Yogun Bakim 12 0 Genel Yogun Bakim 21-53
Travma Yogun Bakim 2.4-16.9 Travma Yogun Bakim 7 -36.9

Mann EA, Baun MM, Meininger JC, Wade CE. Comparison of mortality associated with sepsis in the burn,
trauma and general intensive care unit patient: A systematic review of the literature. Shock. 2012;37(1):4-16
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Infeksiyona yatkinlik

* TVYA %30 dan fazla olmasi
* Tam kat yaniklar
* Bagisiklik sisteminde baskilanma

* Kolonize eden mikroorganizma
e Virulans
e Direnc paterni

* Greftin tutmamasi
* Uzun sire acik kalmig yanik yarasi
* Yetersiz yara bakimi

* Hospitalizasyonun uzamasi
* Invazif tanisal ve terapotik islemler ve alet kullanimi
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Yanikl Hastalarda Gorulen Infeksiyonlar

Yara infeksiyonlari

Kan dolagimi infeksiyonlar1
Pnomoni

Uriner sistem infeksiyonlari
Supuratif kondrit

Subakut bakteriyel endokardit
Supuratif tromboflebit
Supuratif sintizit

Intraabdominal infeksiyon
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Yanik — Mikrobiyal kolonizasyon

Yanik yarasi steril
5~ 7 gun
e Ter bezleri ve kil folikiillerindeki organizmalar

e KNS, enterokoklar, A grubu 3 hemolitik streptokoklar,
S. aureus

7 ginden sonra
e Gastrointestinal sistem
e Solunum sistemi

e Hastane ortami



Yanik yara infeksiyonu

* Impetigo

* Yanik iligkili cerrahi yara infeksiyonlari
e Eksize edilmis yanik alanlar1 L.
e Donor alanlar

* Yanik yara seluliti

* Invazif yanik yara infeksiyonlari
e Eksize edilmemis derin parsiyel veya tam kat yaniklar
e Inflamasyon bulgular:
e Patolojide canli dokuda mikrobiyal invazyon
e Kan kiiltiirinde tireme
e Sepsis




Invazif yanik yara infeksiyonu?

* Parsiyel yanigin tam kat yaniga ilerlemesi
* Yaranin renginde degisiklik

» Saglikli dokuya hizla yayilan selilit
* Cilt alt1 yag dokusunun yesermesi

¢ Yara sinirlarinda morarma ve odem

e Greftin tutmamasi
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Invazif yanik yara infeksiyonu?

e Eskar altinda kanama

* Eskarin kolay ayrilmasi

* Yanik alanlarinda asir1 sekresyon

* Yanik alanlarindan koti koku gelmesi

* Yanik alanlarinda sabunlagma goriilmesi

* Pansumanlarin sik degistirilme gereksinimi
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Neden onemli?

* lyilesmede gecikme
e Skar olusumu
* Bakteriyemi

* Sepsis

* Coklu organ yetmezligi
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Duzenli yara surveyans kulturleri

Klinik belirti ve bulgular tani icin yeterli degil
Kolonizan mikroorganizmalarin erken taninmasi
Tedavi etkinliginin izlenmesi

Empirik antibiyotik tedavisinin yonlendirilmesi

(apraz kolonizasyonlarin takibi



Yara kulturleri

Altin standart

e Doku biyopsi kiiltiirleri
 Eksize edilmemis veya edilemeyen bolgelerden
« >105cfu/g dan fazla bakteri hematojen yayilim riski
- Emek yogun
e Histolojik tani
 Vaskiilerizasyonu olmayan alanlarda bakteri kolonizasyon
» Canli dokuda bakteri varlig1 infeksiyon

Yanik ytizeyinin kalitatif ve semikantitatif stiriintu
kaltarleri

e Eksize edilmis alanlar

e Derinin ince oldugu alanlar
» Kulak, goz, parmak
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Invazif yanik yara infeksiyonlari -

etkenler

Gram (+) bakteriler Mantarlar
e KNS e Candida spp.
e S. aureus e Aspergillus spp.
e Enterococcus spp. e Fusarium spp.
Gram(-) bakteriler e Alternaria spp.
e Acinetobacter spp. * Rhizopus spp.
e Pseudomonas spp. e Mucor spp.
e Serratia marcescens Viruslar
e K. pneumoniae e Orfvirus
e E. coli e Herpes simplex virus
e Proteus spp. e Cytomegalovirus

e Varicella-zoster virus



Yanik Yara infeksiyonu
Etkenleri

Yanik Yara infeksiyonu

Etkenleri

Gram Negatif Sayi %
A. baumanii 133 50
P. aeruginosa 81 30
K. pneumoniae 20 7
Enterobacter spp. 14 5
E. coli 9 3
P. mirabilis 5 2
Diger 3 1
Toplam 265

Gram Pozitif Sayi
Enterococcus spp. 6
MRSA 5
MSSA 5
S. pyogenes 1
Toplam 9
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Yanik yara infeksiyonlari 6nlem

* Her pansumanda gozlem | w iy
e Goruntu : é ;i R |
e Koku ‘ S S
e Piiriilan akinti L avi

* Kesinlikle aseptik teknik

* Yaranin durumuna gore pansuman sikliginin
ayarlanmasi
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Kan dolasimi infeksiyonlari

* En sik infeksiyoz komplikasyon
e 7 kat fazla

* Anlamli mortalite artis1
» Kateterler

e Hematojen

e Yanik yiizdesi yliksek hastalarda kateterlerin yaralarin
tizerinden veya yanindan takilma zorunlugu



Kan Dolasimi infeksiyonu Etkenleri

Sayi %
A. baumanii 118 46
P. aeruginosa 38 14
MRKNS 32 12
MRSA 17 6
K. pneumoniae 13 5
Enterococcus spp. 12 4
Enterobacter spp. 9 3
Diger 16 10
Toplam 255 100
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Kan dolasimi infeksiyonlari - onlem

Uygun yara bakimi

Damar ici kateterlerin uygun kullanimi
e Yanik yarasindan olabildigince uzakta
e Kateter giris yeri 1slatilmamali
e Gerekirse daha sik degisim



Pnomoni

Gittikce on plana cikmakta

Atelektazi ve hipostatik akciger riski

Altta yatan akciger hastaligi olan eriskinler yatkin
Inhalasyon hasar1 olan hastalarda

e Entiibasyon daha fazla
e Uzun entiibasyon =) VIP



201 1=-Ohcakyf 201 1-Aralik

tSTANBUL KARTAL DR.LUTF KIRDAR EGITIM VE ARASTIRMA HASTANESE
INVAZIV ARAC ILISKILL ENFEKSIYON HIZLARI (SERVISLERE GORE)

Ventilatir [ Uriner Saaciral
a Hasta Hasta | Ventilatir [ VIF | o0 VI | KiUSE | Kateter |Kh[SE| Veniz
Savis LT LT (Sayr) Chras Him Giing (Say1) (Kollamm | Hiz Kateter
Oram Liiinia
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tSTANBUL KARTAL DR.LUTF KIRDAR EGITIM VE ARASTIRMA HASTANESE
INVAZIV ARAC 1LISKILT ENFEKSIYON HIZLARI (SERVISLERE GORE)
201 3-0vcalkf 201 3-Aralik
; . Triner Santral
- Hasta | Hasta | Vemtilatér | VIP vx'_._‘“""ﬂ_r vIP Iﬂ:"'" Ki-USE | Kateter |KiUSE| Venaz
Savis LT LT (Sayr) Chras Him Giing (Say1) (Kollamm | Hiz Kateter
Oram Liiin@
YANIK UNITES] YOGUNBAKIM i82 1,838 s ) 023 448 1,812 i 099 .0} 1613
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Table 2 - Infection agent distribution among infections.

BWIT* BSI® (n=122) Pneumonia UTI* (n=33) Mixed
(n=223) (n=69) (n=155)
F. asruginosa (i =241) 97 73 12 17 42
A. baummnnii (n = 186) 47 36 41 7 55
5. aureus (n= 69 51 & 2 2 8
E. coli (n=12) 5 3 - 2 2
Proteus spp. (n = 8) 5 - - 1 2
Enterococous spp. (n=4) 2 - - 2 -
Coagulase-negative staphylococci (n=11) 7 2 - - 2
Candida spp. (n=13) 7 2 1 2 1
Klebsiella preumoniae (n = 1) - - 1 - -
Stenotrophomonas maltophilia (n= 1) 1 - - - -
5. pyogenes (n=1) 1 - - - -
Tatal isnlates (n = 547) 223 122 57 33 112

* BW1, burn wound infection; BSI, blood streamn infection; UTI, urinary tract infection.

Onciil O, Okstiz S, Acar A, et al. Nosocomial infection characteristics in a burn intensive care unit:
Analysis of an eleven-year active surveillance. Burns 2014;40:835-841
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Accepbed 14 October 2009 marbidity and mortality in patents with burn injuries. We peformed a G-year anthiotc
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fu_-,y:m. Druring the study period Acinetobacter haumanmii (P20 isnlates [22%]) was the most prevalent
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pattern was observed for MDR A.baumamnii kevel s for the faclity betwnee n 2003 and 2005 and
A06-2008 (3% ve. TFL), with mo sigmificant mereass in MDR P. asuginosa and MOR K
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Table 1 riFLE classification system for acute kidney injury

Criteria

RIFLE category Glomerular filtration rate

Urine output

Grades of severity

Risk Serum creatinine level increased 1.5 times or glomerular filtration
rate decreased >25%

<0.56 mL/kg for 6 hours

Injury Serum creatinine level increased 2 times or glomerular filtration rate
decreased >50%

<0.5 mL/kg for 12 hours

Failure Serum creatinine level increased 3 times or glomerular filtration rate
decreased »75% or serum creatinine level =4 mg/dL

<0.5 mL/kg for 12 hours or
anuria for 12 hours

Outcomes

Loss Complete loss of renal function for »4 weeks

End-stage kidnay disease Need for renal replacement therapy for >3 months

* Spektrum daha genis

* Minor bobrek fonksyon degisiklikleri olan hastalar da kapsama

alaninda



Table 3. Equations for Predicting Creatinine Clearance
or GFR in Adults with Kidney Discase

Eguation Variables Sources
Cockcroft-Gault  Age, wedght, sex, Nephron Information Center
serum creatinine Wb site: hitpofwww.naphiron.
oomucg-binsCGSl.cgl
Modification of  Age, sex, race, serum National Kidney Disease
CHat In Renal urea nitrogen, Education Program
Disease serurm albumin, Web site: hitpoiwwwonkdap.
serum creatining nif.govfprofessionalsigin_

calculatorsAndex_ htm

Nephron Information Center
Web siie: hitpowww nephiron.
comAcg-ban/ MDRDS!.cgl

GFR = giomenuiar Mitration rate; POA - personal digital assistant.




Please fill in the following data
MDRD GFR Calculator (Extended Version)

Plasma creatinine (PCE)
* mg/dL " umolL

Serum Urea Nitrogen (SUN)
*mg/dL ' mmolT

Serum Albumin (ALB)

®g/dL Vgl
Age
Face African-Amernican ' All other races
Gender Male ' Female
GFR value

(Age, Race, Gender
SUN, PCR, ALB):

GFR value
(Age, Race, Gender
SUN, PCR):

* GFR value
(Age, Race, Gender
PCR):

Submit _ Reset
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* 143 hasta
e 31 Akut bobrek yetmezligi %21
e 14 Hasar %09



Antibiyotik dozlari

Hastaya
[laca baglh faktorlere
Renal replasman tedavisine gore bireysellestirilmeli

Hastanin bobrek fonksyonlari dinamik
[lac dozlar siklikla gozden gecirilmeli



Bobrek yetmezligi tiremi ve oligiiri noktasina ilerledigi
zaman renal replasman tedavisi endikasyonu

e Diyabetli hastalarda GFR 15ml/dak l
e Diger hastalarda GFR 1oml/dak
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Antibiotic Dosing in Critically Il Adult Patients
Receiving Continuous Renal Replacement Therapy

Robin L. Trotman,' John C. Williamson," D. Matthew Shoemaker.! and William L. Salzer®

"Department of Internal Medicine, Section of Infectious Diseases, Wake Forest University Health Sciences, Winston-Salem, Morth Carolina;
and *Department of Internal Medicing, Division of Infectious Diseases, University of Missouri Health Science Center, Columbia, Missouri

COLISTIN

Polymyxins have recently reemerged as therapeutic options for
multidrug-resistant gram-negative organisms, such as P aeru-
ginosa and Acinetobacter species. Colistimethate sodium is the
parenteral formulation of colistin and is the product for which
dosing recommendations are made. Colistin is a large cationic
molecule with a molecular weight of 1750 D, and it is tightly

Femeived 21 January INE; acoepied 19 June A00E; slectronically publshed 17 September

bound to membrane lipids of cells in tissues throughout the ms. o
body [52]. These 2 properties suggest that the impact of CRRT e B o et Wi Bkt HC I i i
on colistin elimination is minimal. Colistin dosing should be iﬁ:mmmﬁ:‘;:mm —

based on the following 2 patient-specific factors: underlying V0S5 -48E 70041 (I 5.0

renal function and ideal body weight. No clinical data exist on
colistin dosing for patients receiving CRRT. On the basis of
clinical experience and the pharmacokinetic properties of co-
listin, we recommend using colistin at a dosage of 2.5 mg/kg
q48h in patients undergoing CRRT.
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A systematic review of antibiotic dosing regimens for septic
patients receiving continuous renal replacement therapy: do
current studies supply sufficient data?

A.M. M. Y. Li'*, C. D. Gomersall!, G. Choi!, Q. Tian!, G. M. Joynt' and J. Lipman?

'Deparmment of Anaesthesia & Intensive Care, The Chinese University of Hong Kong, Prince of Wales Hospital,
Shatin, New Territories, Hong Kong, “Burns Trauwma Critical Care Research Centre, University of Queensland,
Herston QLD 4029 Ausiralia

Receivad 15 April 20009; returned 29 May 2000; revised 26 v 20009; accepred 27 July 2009

Background: Drug dosing for seplic patients with acute renal failure mceiving conlinuous mnal
replacement therapy (CRRT) is complicated, and failure to correctly dose may result in either drug tox-
icity or treatment failure and development of antibiotic resistance. The aim of this study was to estab-
ish an ideal dataset that neads to be reported when presenting pharmacokinetic data for these
patients and review current literature for completeness of this datasel.

Methods: An ideal dataset was established of the parameters that should be reported when calculating
a drug dosing regimen from first principles. A Medline search was performed of mlevant literature
preducing 64 citations from which completenass of the specified criteria was examined.

Results: MNone of the studies analysed presented the full dataset that we established as necessary.
O eoncern, basic pharmacokinetic parameters such as volume of distribution (V) and clearmnca (CL)
were specified in only 799 and 81% of studies, respectivaly.

Conclusions A large proportion of current studies do not report key information necessary to devise a
rational dosing regimen for patients with acute renal failure receiving CRRT, and we hope this dataset
will be a useful guide when reporting future pharmacokinetic data.

Keywords: antibiolics, drug dosing, pharmacokinetics, renal replacement therapy, sepsis
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Review
Candidemia and invasive candidiasis: A review of the
literature for the burns surgeon

Jennifer F. Ha®", Claire M. Italiano®, Christopher H. Heath “*, Sophia Shih®,
Suzanne Rea ™9, Fiona M. Wood */4"

* Teletra Bums Urdt, Department of PFlastic Surgery, Wellingon Street Campus, Royal Perth Hospital, Perth, Westemn Awstralla, Australia
" Depariment of Misrablology, Royal Perth Hosplial, Perth, Westem Awstralia, Australia
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“Sehoal of Medidne & Pharmacology, University of Western Australa, Perth, Western Australia, Australia

'Iwyul FPerth Heepital, Perth, Westen Australia, Australia

*The MeCemlb Foundation, Australia
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ARTICLE INFO ABSTREACT
Artick history: Advances in critical care, operative techniques, sardy fiuid resuscitation, antimicrobials to
Accepted & Jamuary 210 contro] bacterial infections, mutritional suppart to manage the hypermetabolic rsponss
and early waound sxcision and coverage has improved survival rates in major bums patients.
Feyunrds: Thess advances in management have besn amocated with increassd recognition of
C:-r.did: imasive infections caused by Candida species in criticallyill burns patients. Candida albicans
Candidemia is the most comman species to cause invasive Candida infections, however, non-allicns
Burms Candida spaciss appear to becoming mare fraquent. Thess kter speciss may be les
Treatment fluconazade susceptible than Candida albizns. High crude and attrbutable maortality rates
Antifunpas from invasive Candida sepsis are mult-factoral Diagnosis of invasive candidiasis and
Di:zr_q;k candidemia remains difficult. Prophylactc and pre-emptive thempiss appear promising



Fungemi etkenleri Sayi

C. albicans 11

C. parapsilosis

C. glabrata

C. famata

C. tropicalis

C. lusitaniae

A TN W W o | ©

Diger nonalbicans Candida spp.
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Factors affecting survival in adult patients with massive
burns

Yu Wang *, Hong-Tai Tang ', Zhao-Fan Xia®, Shi-Hui Zhu, Bing Ma, Wei Wi,
Yu Sun, Kai-Yang Lv

Department of Bum Surgery, Changhal Hospital, the Second Military Medical Unfversity, 1748 Changhai Road, Shanghal 200433, China

ABRTICLE INFO ABSTREACT
Articke history: Olpective: To identify treatment-related factors assocated with morality in massively
Accepbed & April 2009 bume d adult patien ts. Methods: T his retrospective cohort study exmmined survival ou toames
ata bum unitof S bedsamd 10 burmn KU beds, totaling 900 admissions per year. Thecases of
Ky womds: 102 adult patients, admitted consecu thvely from Jamuarny 1993 to October 2007, with massive
Burms-martality bums fbum area > 7% of the total body surface arsa, TESA) wers shodied. Relevamnt
Onrtoame variablesweps recorded from the initial injury and throughout th e hospital course. Survival
Burmes amalysis, based on univadate and stepwdse multivariate Cox proportonal hazands regres-

sion, was perfarmed to determine which vadables predicted martality. Results: The overall
martality rate was 304%. Bun size, severs inhalation injury, full-thickness burns, serum
creatinine kevels, inotropic support, platslet counts < 20,000 permm’, sepsisand ventlator

analysiz Only sepsis, ventilator dependency and platel et counts wers significant inde pen-
dent predictors of mortality as determined by mulvariate amalyss. Condusions: Sepeis,
ventilator dependence (indicating severe rspimtory complications), and low platelet
counts {mdicating thmombocytopenia) are associated with increa s=d mortabty dsk inadul

patients with massive burns. Methods should be sought to ameliomate these compli cations
during treatment in bum-care units.
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American Burn Association Consensus Conference to
Define Sepsis and Infection in Burns

The American Burn Assodation Consensus Conference on Burn Sepsis and Infection Group;
David G. Greenhalgh, MD,* Jeffrey R. Safile, MD,§ James H. Halmes, IV, MD.§
lidln!l.clndl;, MD,§ Tina L. Palmieri, MD,* Juretza W. Horton, PhD,Y

Ronald G. T

MD,| Daniel L. Traber, PhD,** David W. Mozingo, MD, 11

Edwin A. Deitch, MD,$} Cleon W. Goodwin, MD,§§ David N. Herndon, MD,**
James J. Gallagher, MD,** Arc P. Sanford, MD,** James C. Jeng, MD.§Y

David H. Ahrenholz, MD ] Alice N. Neely, PhD,*** Michael 5. 0'Mara, MD,*
Steven E. Wolf, MD,$11 Gary F. Purdue, MD,§ Warren L. Garner, MD.$$

Charles ]. Yowler, MD,§§§ Barbara A. Latenser,

£l

Because of their extensive wounds, burn padlents are chronically exposed o inflammasory
mediators. Thus, barn padents, by defintdon, already have “systemic inflammatory re

spomse syndrome.™ Current definldons for sepsis
burns, making these currens definiclons less

Mu‘emuhnn-yum(&ver

found In patents with extensive
0 the burn popeladon. Expens in

burn care and research, all members of the American Burn Assodatton, were asked to re-
view the Iteravsre and prepare a potenial definidon on one copic related o sepsis or mfec-

ton in burn
velop consensus for these

On January 20, 2007, the
mmmﬂ&emuamd‘&

me: In Tucon, Artzona o de-

proceedings was prepared. ‘The poal of the consensas conference was o develop and publish
sandardized definitions for sepsts and infectlon-related dlagnoses In the bern populadon.

Sandardized definidons will impeove the

ty of performing more meantngful muly-

ceneer erials among burn centers. (] Burn Care Res 2007:28:776-790)

large burns (>20% ol body surface area) lead
the mos profound response 1o mjury. Hypum*-
olism developing after bum injury
in calonc needs thar may double normal reseng on-
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il illnesses, burn padenrs are 2t high nsk for
infccoon and sepsis. "The major cause of death, if the
bum pacenr survives the fine 24 houss, & multiple
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Yanik hastasinda sepsis (Eriskin)

(En az 3’0)

Ates 24 saatten uzun sure
¢ >39°C veya < 36.5°C enteral beslenememe
Progresif tal(lpne o Abdomlnal diStansyon
e SS >25/dak e Enteral beslenme
Trombositopeni 1ntoleran51. :
e Kontrol edilemeyen diyare
® <100 000/Mm?3

Hiperglisemi
e Plasma glikozu >200mg/dl
e Insiilin direnci

o Kiiltir pozitif infeksiyon veya
 Patolojik tani veya
* Antimikrobiyallere cevap
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Surviving Sepsis Campaign: International
Guidelines for Management of Severe Sepsis
and Septic Shock: 2012

R. Phillip Dellinger, MD'; Mitchell M. Levy, MI¥; Andrew Rhodes, MB BS% Dijillali Annane, MD*;
Herwig Gerlach, MD, PhD¥; Steven M. Opal, MD¥ Jonathan E. Sevransky, MD’; Charles L. Sprung, MD%
Ivor 5. Douglas, MD® Roman Jaeschke, MD'% Tiffany M. Osbom, MD, MPH"; Mark E. Nunnally, MD'%
Sean R. Townsend, MD"; Konrad Reinhart, MD"; Ruth M. Kleinpell, PhD, RN-CS';

Derek C. Angus, MD, MPH'S; Clifford S. Deutschman, MD, MS"; Flavia R. Machado, MD, PhD'5;
Gordon D, Rubenfeld, MD'; Steven A. Webb, MB BS, PhD®; Richard J. Beale, MB BSY;

Jean-Louis Vincent, MD, PhD™; Rui Moreno, MD, PhD®; and the Surviving Sepsis Campaign
Guidelines Committee including the Pediatric Subgroup®

Dbjective: To provide an update to the “Survving Sepsiz Cam-  Methods: The authors wers advised to follow the principles of the
paign Guidelines for Management of Severe Sepsis and Septic  Grading of Recommendations Assessment, Development and
Shock last published in 2008. Evaluation (GRADE) system to guide assessment of quality of evi-
Design: A consensus committes of 68 intemational experts rep-  dence from high (A) to very low (D) and to determine the strength
resenting 30 international crganizations was convened. Mominal  of recommendations as strong (1) or wesak (2). The potential draw-



Infection, documented or suspected, and some of the following:

General variables

Fever (> 383°C)

Hypothermia (core temperature < 36°C)

Heart rate > 90/min-' or more than two 50 above the normal value for age

Tachypmaa

Altered mentsl status

Significant edema or positive fluid balance (> 20mL/kg over 24 hr)

Hyperglycemia (plasma glucose > 140mgfdL or T7 mmol/L) in the shsence of dishetes
Inflammatory variables

Leukooytosis (WBC count > 12,000 pL-1)

Leukopenia (WBC count < 4000 pl-7)

Mormal WBC count with greater than 10%: immature forms

Flasma C-reactive protein more than two 50 above the normal valus

Flasma procalcitonin more than two 50 above the nomal value
Hemodynamic varishles

Mh}mmﬁm(jﬁﬂ:‘{ﬂ]mm Hg, MAP < TDmm Hg, or an SBF decrease > 40mm Hg in adulis or less than two 50
below nommal for age

Organ dysfunction variables
Arterisl hypoxemia (Pao,/Fio, < 300)
Acute oliguria (urine output < 05 mLA Rk hr for at least 2 hrs despite adequate fluid resusctation)
Creatinine increase 2> 05 mg/dL or 442 pmol/L
Coagulation abnormalities (IMR > 1.5 or aPTT > 60 5)
lleus {(absent bowel sounds)
Thrombocytopenia (platelet cownt <7 100,000 pL-7)
Hyperbilirubinemia {plasma totsl bilirubin 2> 4mgs/dL or 70 pmel/L)
e R
Hyperlactatemia (> 1 mmal/L)
Decreased capillary refill or mottling
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Use of procalcitonin for the detection of sepsis in the critically
ill burn patient: A systematic review of the literature™
Elizabeth A. Mann®**, Geri L. Wood*Y, Charles E. Wade*

*Unfueraty of Texas Heath Sciences Center, Houstan, TX - Schaal af Nursing, Urnited States
MDD Andersan Cancer Center, Houston, TX, United States
“US Army Institute af Surgical Research, San Anfonda, TX, Dnited States

ABRTICLEINFOD ABSTREACT
Artice history: The purpose of this systematic review was to assess the svidencs for use of routine
Accepted 22 Apdl 2010 procalctonin testing to diagnose the pressncs of sepais in the bum patient. The elec tronic
databases MEDLINE, Cochmne, CITNAHL, Frofuest, and SO0PUS were s=amched for pelevant
Ky womds: studies using the MeSH terms burn, infection, procaldtonin, and meta-analysis. The focus
Procakitonin of the review was the adult bum population, but other mlevant studies of critically il
S pemin patients wene ncheded as data specfic to the patent with bums are Emited. Studies wens
Tty cars compied in tabular farm and oritically appraised for quality and lewsl of evidence. Four
Burn meta-analyses, one review of the 1itemture, one mndomized controlled trial, mine prospec-
Diagnosis tive ohe=rvational, and three retrospective studies wene retreved. Sixc of thess studie sweps

specific to the burn population, with one specific to bumed children. Only one meta-
analysis, one adult burn and one pediatrhic bum study reported no benefit of procalstonin
testing to improve diagrosis of sepsis or differentiate sepsis from non-infectious systemic
inflammatory response. The collective findings of the includsd studies demonstrated
benefit of incorpomting procal citonin assay into clinical sepsis determinaton. Evahmation
‘:f ﬂ“ . L1 I'-—.-" v Ty jies i i FI' e o L - o o i v i L I A '-|'.-"- E’.\d.

sitent results from the bum studiss, Utility of the procalcitonin assay is b
due to the lack of availability of mpid, inexpensive tests, However, it appears procakstonin

as=y is a safe and benefical additon to the clinical diagnosis of sepsis in the bum in tenshre
it
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Evaluation of soluble CD14 subtype (presepsin) in burn sepsis.
Calar Madenci &' Yakupodlu 52, Benzonana N¥ Yiicel N* Akbaba D* Orcun Kaptanafdas A*.

[+ Author information

Abstract

BACKGROUND: Diagnosing sepsis is difficult in burmn patients because of the inflammatory mediators that alter postburn metabolic profile. Here, we
compare a new marker presepsin with procalcitonin (PCT), c-reactive protein (CRP) and white blood cell (WBC) in diagnosis and follow up of sepsis
in burn patients.

METHODS: Patients admitted to burn center of our institute were prospectively investigated. Presepsin, PCT, CRP and WBC levels were measured
at admission and every Gh for first day and daily thereafter. At all timing samples, patients were classified as sepsis or non-sepsis according to the
current American Burn Association Consensus Criteria (ABA) 2007

RESULT: 37 adult patients were evaluated. A total data of 611 time points were supplied. Sepsis time points differ significantly from non-zepsis in
presepsin (p < 0.0001), PCT (p= 0.0012) and CRP {p < 0.0001) levels. Non-surviving patient results differ significantly from survivors in presepsin (p
< 0.0001), PCT (p=0.0210) and CRP (p = 0.0008). AUC-ROC % values for diagnosing sepsis were 83.4% for presepsin. 84.7% for PCT. 81.9% for
CRP and 50.8% for WBC. Sepsis patients had significantly different presepsin, CRF and WEC but not PCT levels on their first day of sepsis
compared to previous days.

CONCLUSION: Plasma presepsin levels have comparable performance in burn sepsis.



Antibiyotik kullanimi

Profilaktik antibiyotik kullanimi cerrahi profilaksi disinda
onerilmez

Kolonizasyon tedavi edilmeye kalkilmamali
Empirik antibiyotik kullanimi hedefe yonelik olmali
e Hasta ve hastane florasi
e Hastanin onceden kullandigi antibiyotikler
e Hastanin hastanede kalma stiresi
e Hastaya ait faktorler

Ciddi infeksiyonda antibiyotik hemen baslanmali
Bakterisidal antibiyotikler secilmeli
Farmakokinetik ve farmakodinamik parametrelere dikkat
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Yanik Unitesi bulas yollari

* Temas
e Direkt
o Indirekt

e Damlacik
* Hava yolu
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Yanik Unitesi bulas

Personel
e Eller

o Gomlekler
» Yataklar
» Yatak kenarlar:
» Masalar

« Ekipman

Yeterli dekontamine edilmemis ekipman ve ytizeyler



Yanik Unitesi bulas yollari

En onemli rezervuar hasta

e Cevre kontaminasyonu
» Yara boyutuyla orantili1 %25-30
» Coklu direncli mikroorganizmalarla kolonize hastalar

e Su veya personelin eliyle hastanin viicudundaki diger
riskli bolgelerin kolonizasyonu
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Yanik Unitesi ve bulas yollari

Kontamine veya iyi dekontamine edilmemis ekipman
e Tansiyon aletleri
e Termometre
e Tekerlekli sandalye
e Sedye
e Rontgen cihazi
Kontamine hidroterapi ekipmani

e Organizma koruyucu glikokaliks olusturur
 Borular, tahliye borulari

* Yeterli dekontaminasyon giicligi
e Yikama masalar
« Tanklar

Ortak tedavi alanlar



Onlem

Tum hasta temaslarinda
e Koruyucu gomlek
e Steril islemlerde maske, bone , eldiven

e Odadan ¢ikmadan once tiim koruyucu ekipmanin
cikartilmali

Viicutta temiz bir bolgede islem yapilacaksa
kontamine eldivenin degistirilmeli

Ttim ekipman ve ylizeyler kontamine kabul edilmeli



»//\

Onlem

Bitkilere izin verilmez
Rutin temizlik, atik yonetimi, carsaf degisimi
El yikama



Yanik

unitesi

» Izole odalar

e Laminer akim

* Bakim

kohort]

personeli
amast

* Tum is!

emler initede

yapilmali

e Yogun bakim

e Ameliyathane

* Personel ve ziyaretci
trafigi minimum olmali
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Review
Honey in modern wound care: A systematic review @w,m

L. Vandamme™*, A. Heyneman, H. Hoeksema, ]. Verbelen, S. Monstrey
Departwent of Plastic & Reconstructive Surgery — Burn Centre, Ghent University Hospital, Ghent, Belgium

ARTICLE INFO ABSTRACT
Artide listary: Honey, known for centuries as a topicaltreatment for a wide range of wounds, has recently
Accepted 19 June 3013 kmown a revival in modern wound care. The objective of this systematic review i to
evaluate the svailable evidence and the role of honey in contemporary wound care The
Keywerds: search strategy was developed in the databases PubMed and ISI Web of Science. Fifty-five
Honey studiesafany design, evaluating the use of honey in human burns, uleers and ot her wounds,
Wound healing written in Englieh, French, German or Duteh were eligible for indusion. In all thres wound
Design categories honey seems to be a dressing with wound healing stimulating properties. In
Methodology burns there i also evidence for its antibacterial capadty. In general, honey is also been
mentionad tohave desdorzing, desridement, anti-infl v and wound painredus

Correspondence
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Garlic ointment inhibits biofilm formation by
bacterial pathogens from burn wounds

Pushpalatha Nidadavolu,' Wail Amor,2 Phat L. Tran? Janet Dertien,*
Jane A Colmer-Hamood' and Abdul N. Hamood'

'Department of Microbiology & Immunclogy, Texas Tech University Health Sciences Center,
Lubbock, TX, USA

2Honors College, Texas Tech University, Lubbock, TX, USA

“Department of Ophthalmology & Visual Sciences, Texas Tech University Health Sciences Center,
Lubboek, TX, USA

“Department of Pharmacology & Meurosciences, Texas Tech University Health Sciences Center,
Lubbock, TX, USA

When thermal injury damages the skin, the physical barrier protecting underlying tissues from
invading micro-organisms is compromised and the hest's immune system becomes supressed,
facilitating colonization and infection of bum wounds with micre-organisms. Within the wound,
bacteria often develop biofilms, which protect the bacteria from the immune response and
enhance their resistance to antibiotics. As the prophylactic use of conventional antibictics drives
selection of drug-resistant strains, the use of novel agents to prevent biofilm formation by wound
pathogens is essential. In the present study, we utilized our recently developed in vitfro wound
biofilm model to examine the antibiofilm activitv of aarlic (Allium sativum). Wound pathoaens were
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