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Diyabet/Diyabetik Ayak/PAH

DiUnyada 350 milyon diyabetli mevcuttur

Bu hastalarin %25 de diyabetik ayak Ulseri gelisir

DAU gelisimini takip eden 12 ay icinde %5 de amputasyon gerekir
DAU li hastalarin %50 de PAH

DAU lerinin %60 infeksiyonla basvurur
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Diyabetik Ayak Sepsis

BIRINCI AMAC YASAMI KURTARMAK, SONRA
BACAGI KURTARMAK VE SONUNDA BACAK
FONKSIYONUNU SAGLAMAK
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Areliable surgical approach for the two-staged amputation in unsalvageable limb and life
threatening acute progressive diabetic foot infections: Tibiotalar disarticulation with vertical
cruralincisions and secondary transtibial amputation

Muzaffer Altindas MD2, Ali Kilic MD2*, Can Cinar MD° rurkey

ARTICLE INFO A B STR ACT

Article history:
Received 30 September 2009
Received in revised form 17 November 2009

Accepted 20 November20090 —
Keywords:

Diabetic foot
Infection
Major amputation

Background: If all efforts to treat acute progressive diabetic foot infection remain insufficient, the decision of major
amputation should be undertaken. For this purpose, guillotine amputation is usually performed first. However, guillotine
amputation below the knee level may cause the corresponding infection to spread to preserved anatomical spaces.
Method: First stage of our procedure consists of tibiotalar disarticulation and vertical incisions performed throughout the
lower leg to remove the septic foot and drain the compartments. During the

interval period, appropriate antibiotherapy and wound care are applied. After the interval period,
amputation is performed in the second stage.

definitive transtibial

Results: Fifty-nine percent of the 62 transtibial amputations were healed completely. Failure developed in 3 cases which
required opening of the amputation stump. In one patient, revision amputation at a

higher transtibial level was done.
transfemoral amputation became the only treatment option for these 2 cases.

Infection and necrosis reached to the knee joint in the other two patients and

Conclusion: Tibiotalar disarticulation with vertical lower leg incisions as a first stage of two-stage
transtibial amputation is a safe and reliable method. It reduces the risk of unnecessary tissue sacrifice and failure rate of
the secondary transtibial amputation.

1. Introduction

Diabetic foot infections are often encountered in daily clinical practice. If
not treated promptly and appropriately, diabetic foot infections may lead to
septic gangrene. If the diagnosis of ‘septic foot’ is established, the surgeon
should be involved in the treatment. Some of the common surgical
procedures are incision and drainage of the abscesses, debridement of necrotic
materials, removal of any foreign bodies, arterial revascularization and when
needed, amputation. Amputation decision is a bothersome and challenging
issue for both the surgeon and the patient. However, it isthe only option to save
the life of the patient in some instances:

(1) All efforts to treat acute progressive diabetic foot infection remain
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we face other challenging issues that need to be addressed. It is crucial to
determine the amputation level and to decide whether primary definitive or
two-staged amputation should be done. Since the transfemoral amputation
usually ends up with high morbidity, it is wise to keep the amputation level
below the knee in these patients.
Primary definitive amputation performed in the presence of

acute progressive foot infection carries a high risk of wound infection [1].
Therefore, several authors have advocated the two- staged amputation
technique which allows secondary wound closure with a reduced chance of
wound infection [2]. For this purpose guillotine amputation is usually
performed at the first stage. Although the guillotine amputation is quick and
safe  method, it has some significant disadvantages. Classical guillotine
amputation performed below the knee level may cause the infection and

1268-7731/$ — see front matter © 2009 European Foot and Ankle Society. Published by Elsevier Ltd. All righ&Ci@8igetio spread to preserved anatomical spaces between muscles and bones.

d0i:10.1016/j.fas.2009.11.007

In addition, after being cut, during the interval period the retraction of muscles
occurs which leads to difficulty in obtaining reliable coverage of the stump.
These efforts
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DAU/Infeksiyon/PAH

» Ekstremiteyitehdit eden infeksiyonda
— Infeksiyon drenaij)
— Nekrotik dokularin debridmani
— Antibiyoterapi
* Ayak infeksiyonu ekstremiteyi tehdit etmiyorsa

once revaskularizasyon sonra debridman

* Forsythe R et al. The J of Cardiovasc Surg 2016;57(2):273-81
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Zamanlama ve Siralama

* Derin infeksiyon ve abse mevcudiyetinde acilen insizyon, drenaj,

debridman

* 2-5gUn arasinda infeksiyon kontroli saglandiktan sonra

revaskuilarizasyon
* Simultane revaskularizasyon tercihan endovaskuler
* PuUrulan infeksiyonda drenaj,min6r amputasyon,

* Mumyalasmis gangrende revaskuilarizasyon

Sheahan MG et al. JVasc Surg 2005;42:476-80, Lipsky BA. Diabetes Metab Res Rev 2004;20:568-77,Chang
BB.Cardiovasc Surg 1996;4:792-5

06 Mayis 2016 UDAIS 2016






6-05-2016 UDAIS2016






6-05-2016 UDAIS2016










INFEKSIYONUN SIDDETINE GORE
ONCE DEBRIDMAN VEYA
REVASKULARIZASYON VEYA
SIMULTANE ISLEM YAPILMALI(LEVEL

2C; GRADE ()

ESVS Ki |aVUZU(Eur JVasc Endovasc Surg
2011;42:560-74)
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Diyabetik Ayak Ulseri

» IWGDF DAU de 6 haftalik konservatif
yaklasim 6nermektedir. Bu sure zarfinda
lyilesme olmazsa vaskuiler gorintuleme ve

kanlandirma islemi 6nermektedir

Hinchliffe R J et al. Diabetes Metab Res Rev 2015;Epub
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DAU

* Yatak basi yapilan parmak basinci 6l¢imler;
<30 mmHg, veya TcPO2<25 mmHg ise
goruntuleme ve revaskuilarizasyon erken

disunUlmelidir

Forsythe RO. The J Cardiovasc Surg 2016;57:273-81
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DAU

* Parmak basinci>50 mmHg Ulser iyilesmesi icin yeterli

perfuzyonun oldugunu gosterir
* Parmak basincikgommHg kritik iskeminin isaretidir

* TBIl<o.3iyilesme icin yeterli perfizyonun olmadigini

gosterir

* Dijital gangrende kullanilamaz

Hoyer C et al. JVasc Surg 2013; 58: 231-8
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PAH bulunan Diyabetik Hastalar

* Genellikle gen¢ yas grubundadirlar
* BMI leri yUksektir
* Noropati de yaygin olarak mevcuttur

* llave kardiyovaskuler hastaliklari mevcuttur

Brevetti G et al. Nutr Metab Card Dis 2010;20:676-82
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Diyabetik Hastalarda PAH

» Daha ziyade derin femoral,popliteal,tibiyal peroneal
ve plantar arterler simetrik coklu segment oklUzyonlari

gosterirler
» Kollateral damarlar azdir veya darliklar mevcuttur

 Kalsifikasyon yaygindir

Ciavarella A et al. Diabet Med 1993;19:586-9

Grazianil et al. EurJVasc Endovasc Surg 2007;33:453-60
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PAH ve Diyabet

* Diyabetik hastada PAH nin revaskularize
edilmemesi amputasyon icin bagimsiz
belirleyici faktor olup yasami da kotu

etkileyen bagimsiz bir faktordur

Gabrielli L et al. Diabetes Care 2009; 32:822-7

Jude EB et al. Diabet Med 2010;
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PERFUZYON EKSIKLIGINDE HER
ZAMAN REVASKULARIZASYON
DUSUNULMELIDIR

ESC guidelines on diabetes, prediabetes and cardiovascular diseases.

Eur Heart J 2013. http://dx.doi.org/10.1093/eurheartj/eht108
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* Testlere gore perfuzyonu yeterli olan(TcPO2
>40 mMHG veya parmak basinci > 5o mmHg)
bir ayakta optimal lokal tedaviye ragmen yara
4-6 hafta icinde ilerleme gostermiyorsa

iskemik komponent dusunulmelidir

Aiello A et al. Nutrition, Metabolism&Cardiovascular Diseases 2014;24:355-

369
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Revaskularizasyon Teknikler

* Once Anjioplasti Stratejisi

— Uygulanabilir olmasi ve erken donemde iyi sonuclar
alinmasi nedeniyle cerrahiye uygun olmayan hastalarda

diagnostik anjiografi ile birlikte sirdirGlebilir
— Restenoz oranlari yUksektir

— Bazi yazilarda basarili olmayan anjioplatinin cerrahiyi

zorlastirdigi belirtiimektedir

Romiti M et al. JVasc Surg 2008;47:975-81,Nolan BW et al. JVasc Surg 2011;54:730-5
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Bypass Cerrahisi

* Hastanin klinik durumu

— Yas, ilave hastaliklar,yasam beklentisi
* Ayagin degerlendirmesi

— Lezyonlar,infeksiyon

— Anastomoz yerleri tutulumu

— Planlanan ayakla ilgili cerrahi girisimler
* Greft durumu

* Outflow damarlari
— Hedef arter capi, kalsifikasyon mevcudiyeti

— Angiosom konsepti

06 Mayis 2016 UDAIS 2016
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Bypass vs Endovascular
Median time to healing
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Neville RF et al. Semin Vasc Surg 2012;25:102-107
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Bypass vs Endovascular
Complete Healing
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* Log rank P value = 0.03

Neville RF et al. Semin Vasc Surg 2012;25:102-107
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Bypass vs Endovascular
Healing based on initial wound size
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* Log rank P value = 0.02

Neville RF et al. SeminVasc Surg 2012;25:102-107
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Angiosome healing

Direct vs Indirect revascularization

Direct (n=22) Indirect (n=21)

[0 Complete healing M Failed to heal

Fisher’s exact test P = 0.03
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Diyabetik Ayak ta Acil Cerrahi
Yaklasim

* 2007-2009 arasinda 192 hastada acil debridman ve gec¢

revaskularizasyon (3 gun)

* 2010-2011 arasinda 183 hastada
— 24 saaticinde erken tani
— Acil debridman
— 24 saaticinde revaskuilarizasyon

— Rekonstruktif cerrahi, ortez

Setacci C et al. International J of Vascular Medicine 2013
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Sonuclar

Mortalite
Major Amp

Yara iyilesmesi

ZAMAN KAYBI DOKU KAYBIDIR

Setacci C et al. International J of Vascular Medicine 2013
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Sonug

* Infeksiyonun siddetine ve yayilimina bakarak

debridman/revaskularizasyon karari

* Once debridman yapilanlarda erken

revaskularizasyona sonuclari daha iyi

* Hastanin klinik durumuna gore balon

anjiyoplasti veya cerrahi bypass
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TESEKKUR EDERIM




