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MULTIDISIPLINER YAKLASIM

Endokrinoloji
Ortopedi

Radyoloji

Kalp Damar Cerrahi
Infeksiyon Hastaliklar:

Anestezi ve Reanimasyon



TRIYAJ

Acil Servisin ana gorevi

Risk degerlendirmesi

Komorbidite ve immun durum tespiti
Osteomiyelit incelemesi

Yatis???

Ayaktan poliklinik takibi???
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PEDIS classification system.

1 No PAD  Skin Skin intact None No Loss 0
Intact
& PAD,No <lcm? Superficial Surface Loss 1
CLI
3 QLT 1-3cm? Fascia, Abscess, 2
muscle, Fascitis,
tendon Septic
athritis
4 >3cm? Bone or SIRS 3

joint




KOMORBIDITE VE IMMUN DURUM

EURODIALE

0 . Project ID: QLG4-CT-2002-0152¢
I].erl Ya.s Funded under: FP5-LIFE QUA

Erkek cinsi'yet Optimal organisation of health care in diabetic foot disease (EURODIALE)

From 2002-10-01 to 2006-09-30

Buyuk ulser boyutu
Kalp yetmezligi
Yardimsiz ayakta duramama ya da yuriyememe
sSon donem bobrek hastalig:

Periferik néropati

Periferik arter hastalig:

Ndosi M, Wright-Hughes A, Brown S, Backhouse B, Lipsky BA, et al. Research: ComplicationsPrognosis of the infected diabetic foot ulcer: a 12-month prospective observational study. Diabet Med,
2018, Vol. 35, pp. 78-88.



KOMORBIDITE VE IMMUN DURUM

Gecirilmis amputasyon ve ayak iilseri oykiusii

Ayak deformitesi varligl

Gorme bozuklugu olmasi

Kéti glisemik kontrol

Sigara i¢imi

Caravaggi C, Sganzaroli A, Galenda P, Bassetti M, Ferraresi R, Gabrielli L. The Management of the Infected Diabetic Foot. Current Diabetes Reviews, 2013, Vol. 9, pp. 7-24.



OSTEOMIYELIT INCELEMESI

Finding L 1) Negative L}

Erythrocyte sedimentation rate
(with a cutoff of 70 mm/h)

Plain radiograph 2.3 (1.6=3.3 0.63 (0.51-0.78)
0.14(0.08-0.26)

Probing tanisal duyarlilik %38-94, 6zgiilliik %85-98



Eur I Clin Microbiol Infect Dis (2012) 31:2345-2352
Ced 10,1007 s 10086-012-1574-1

ARTICLE

A prospective, multi-center study: factors related
to the management of diabetic foot infections

B. M. Ertugrul - 0. Oncul - N. Tulek - A. Willke -
8. Sacar - O. G. Tuncean - E. Yilmaz - 0. Kaya -
B. Ozturk - 0. Turhan - N. Yapar - M. Ture - F. Akin

Table 4 Logistic regression analysis of independent nsk factors for the growth of resistant bactena, developmg osteomvelitis, and the falure of
treatment

Vanables p OR 95% CI

Cirowth of resistant bactena Previous amputation 0.018 1.229 1. 410-34.04

Antibiotic administration within the last 30 days 0.032 3.796 112312 83

Osteomyelitis Wound size >4.5 cm” 0.041 28 10447 509

Amputation Previous foot infection 0.005 6.99 | .827-26.743
Osteomyelitis 0.015 6.173 | 425-26.74

Failure of the treatment Growth of resistant bacteria 0.01a 5333 1. 372-20.735




GORUNTULEME

Diiz Radyografi

Bilgisayarlh Tomografi

MRI

Yatak basi Odaklanmis USG (POCTUS)
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Acute osteomyelitis: subperiosteal abcess of
the tibia is well assessed with US

1/3 DISTAL  TRANSVERSAL




Diyabetik Ayak Yarasi ve Infeksiyonunun Tanisi, Tedavisi ve
Onlenmesi: Ulusal Uzlasi Raporu

Diagnosis, Treatment and Prevention of Diabetic Foot Wounds and Infections:
Turkish Consensus Report

Nese Saltoglu’, Onder Kiligoglu?, Selguk Baktiroglu?, Zeynep Osar-Siva®, Samil Aktag®s, Muzaffer Alundas®,
Caner Arslan’, Turan Aslan’, Selda Celik®, Aynur Engin’, Haluk Eraksoy’, Dnder Ergdnil®, Bilent Ertugrul’,
Serdar Giler®, A!.-'[en Kadanal’, Liitfiye Milazimoglu®, Nermin Olgun®, Oral Oncal', Ali Dmur‘, llhan Satman™
Irfan Sencan™, Ozlem Tannéver . Ozge Turhan', Abdullah Kemal Tuygun’, Hasan Tizin’, Ahmet Cinar Yast™, Temel "r"llma._”

« Hafif infeksiyon:
* Deri ve deri alt1 dokusunda tutulum;
+ Inflamasyonun klasik bulgularindan en az ikisi ya da piiriilan akinti

e FEritem varsa 0.5-2 cm

* Orta derece infeksiyon:
* Yara ¢evresinde eritem >2 cm
* Derin dokuya yayilim (fasiit, derin nekroz, gangren, apseler, kas, tendon, eklem ve kemik)
e SIRS bulgularn yok
* Metabolik kontrol bozuk

* Siddetli infeksiyon:
» Ates ya da hipotermi (>38°C veya <36°C)
» Tasikardi, takipne (SS >20/dk)
* Hipotansiyon (<90/60 mmHg)
* Yaygin nekroz ya da gangren
» Hasta metabolik acidan labil



ACIL SERVIS YONETIMI



GENEL ONLEMLER

Yara basincinin ortadan kaldirilmasi
Nemli bir yara ortaminin saglanmasi
Olii dokularin debridmani

Antibiyoterapi



YARA BASINCININ ORTADAN KALDIRILMASI




IDEAL PANSUMAN MALZEMESI

Yaranin uygun nem dengesini saglamali

Asin eksiidayl uzaklastirmali

Yara kenarinin maserasyonunu onlemeli

Bakterilere ve yabanci cisimlere karsi bariyer olusturmal
Gaz gecisine izin vermeli

Yaray1 optimum sicaklikta tutmal

Degistirilmesi kolay ve agrisiz olmal

Kokuyu engellemeli

Alerjik olmamal

Yaraya mekanik destek vermeli

Estetik ve ucuz olmalidir



Type of tissue in the wound

Therapeutic goal

Role of dressing

Mecrotic, black, dry

Remove devitalized tissue

Do not attempt debridement if vascular
insufficiency suspected
Keep dry and refer for vascular assessment

Hydration of wound bed
Promote autolytic debridement

Sloughy, vellow, brown, black or grey
Dry to low exudate

Remove slough
Provide clean wound bed for granulation
tissue

Rehydrate wound bed
Control moisture balance
Promote autolytic debridement

Sloughy, vellow, brown, black or grey
Moderate to high exudate

Remove slough

Provide clean wound bed for granulation
tissue

Exudate management

Absorb excess fluid

Protect periwound skin to prevent
maceration

Promote autolytic debridement

Granulating, clean, red
Dry to low exudate

Promote granulation
Provide healthy wound bed for
epithelialization

Maintain moisture balance
Protect new tissue growth

Granulating, clean, red
Moderate to high exudate

Exudate management
Provide healthy wound bed for
epithelialization

Maintain moeoisture balance
Protect new tissue growth

Epithelializing, red, pink
Mo to low exudate

Promote epithelialization and wound
maturation (contraction)

Protect new tissue growth

Infected
Low to high exudate

Reduce bacterial load
Exudate management
Odor control

antimicrobial action
Moist wound healing
Odor absorption




Properties of topical agents and dressing materials

Type

Actions

Indicationsfuse

Alginates/CMC™

Absorb fluid.

Promote autolytic debridement.
Muoisture control,
Conformability to wound bed.

Moderate to high exuding wounds.
Special cavity presentations in the form of rope or rbbon,
Combined presentation with silver for antimicrobial activity.

Promote autolytic debridement.
Antimicrobial action.

Foams Absorb fluid, Moderate to high exuding wounds.
Moisture control, Special cavity presentations in the form of strips or ribbon.
Conformability to wound bed. Low-adherent versions available for patients with fragile skin,
Combined presentation with silver or PHMBE for antimicrobial activity.
Honey Rehydrate wound bed. Sloughy, low to moderate exuding wounds.

Cntically colonized wounds or clinical signs of infection.

Hydrocolloids

Absorb fluid.

Promote autolytic debridement.

Clean, low to moderate exuding wounds,

Combined presentation with silver for antimicrobial activity.

Hydrogels Rehydrate wound bed. Dry/low to moderate exuding wounds.
Moisture control, Combined presentation with silver for antimicrobial activity.
Promote autolytic debridement.
Cooling.

Iodine Antimicrobial action. Critically colonized wounds or clinical signs of infection.

Low to high exuding wounds.

Low-adherent wound contact layer (s

cone)

Protect new tissue growth.
Atraumatic to penwound skin.
Conformable to body contours.

Low to high exuding wounds.
Use as contact layer on superfical low exuding wounds.

PHMB

Antimicrobial action.

Low to high exuding wounds.
Critically colonized wounds or clinical signs of infection.
May reguire secondary dressing,

Odor control (eg, activated charcoal)

Odor absorption,

Malodorous wounds (due to excess exudate].
May reguire antimicrobial if due to increased bioburden.

Protease modulating

Active or passive control of wound protease levels.

Clean wounds that are not progressing despite correction of underlying causes, exdusion

of infection, and optimal wound care.

Silver

Antimicrobial action.

Critically colonized wounds or clinical signs of infection.
Low to high exuding wounds.

Combined presentation with foam and alginates/CMC for increased absorbency. &lso in

paste form.

Polyurethane film

Muoisture control,
Breathable bacterial barrier.
Transparent (allow visualization of wound).

Primary dressing over superficial low exuding wounds.
Secondary dressing over alginate or hydrogel for rehydration of wound bed.




DEBRIDMAN

Kesinlikle cerrahi debridman yapilmal
Kroniklesmis yaralarin bakteri ytukiinu azaltir ve kontraksiyonunu artirir
Herhangi bir infeksiyon kaniti1 varliginda geciktirilmemeli

[yilesmeyen kronik yaralarda
» yaranin kenarlarinin diizeltilmesi
* infeksiyonun uzaklastirilmasi

e kiiltiir/bx alinmasinda endikedir

Serl cerrahi debridman yara iyilesmesini olumlu yonde etkiler



SEPSIS TABLOSUNUN ACIL YONETIMI

Erken tani
Hemodinaminin erken diizeltilmesi
Erken infeksiyon kontroli

Resiisitasyon hedefleri:
* Preload
* Doku perfiizyonu

* QOksijen sunumu



SEPSIS TABLOSUNUN ACIL YONETIMI

ABC
[1k 6 saatte 2-5 L kristalloid

[1k s1v1 replasmani sonrasi SKB artma olmuyorsa vazopressorler hemen baslanmali

Hedef MAP 65 mmHg

Laktat degerlerinin normale getirilmesi resusitasyonun temel amaci



The New England Journal of Medicine

EARLY GOAL-DIRECTED THERAPY IN THE TREATMENT OF SEVEERE SEPSIS
AND SEPTIC SHOCK

EmanveL Rivers, M.D., M.P.H., Bavant Mauven, M.D., Suzanne Havstan, MUA., JuLie RessLer, B.S.,
ALExanDRIA Muzzin, B.S., BERnHaRD KnosLicH, M.D., EDwarD PETERSON, PH.D., anp MicHaeL TomLanovicH, M.D.,
FOR THE EaRLY GoAL-DIRECTED THERAPY COLLABORATIVE GROUP®

* Standard bakima oranla mortalitede azalma gosterildi e R

b o MAP =65 mm Hg
 Tim hastalara santral venoz kateter mm Hg

Urine output
=0.5 ml/kg/hr




Published in final edited form as:
JAMA. 2010 February 24 303(8): 739-746. doi:10.1001jama_2010.158.

Lactate Clearance vs Central Venous Oxygen Saturation as
Goals of Early Sepsis Therapy: A Randomized Clinical Trial

Dr. Alan E. Jones, MD, Dr. Nathan I. Shapiro, MD, MPH, Dr. Stephen Trzeciak, MD, MPH, Dr.
Ryan C. Arnold, MD, Ms. Heather A. Claremont, BFA, and Dr. Jeffrey A. Kline, MD for the
Emergency Medicine Shock Research Network (EMShockNet) Investigators

Department of Emergency Medicine, Carolinas Medical Center, Charlotte, North Carolina (Drs
Jones and Kline and Ms Claremont); Department of Emergency Medicine and Center for
Vascular Biology Research, Beth Israel Deaconess Medical Center, Boston, Massachusetts (Dr
Shapiro); and Departments of Medicine, Division of Critical Care Medicine (Dr Trzeciak), and
Emergency Medicine (Drs Trzeciak and Arnold), Cooper University Hospital, Camden, New
Jersey

Conclusion—Among patients with septic shock who were treated to normalize central venous
and mean artenal pressure, addihonal management to normahize lactate clearance compared with
management to normahze Scv- did not result in sizmbicantly difterent in-hospital mortality.




In summary, in our multicenter, randomized
trial, in which patients were identified early in
the emergency department as having septic
shock and received antibiotics and other nonre-
suscitation aspects of care promptly, we found
no significant advantage, with respect to mor-

The NEW ENGLAND
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 MAY 1, 2014

tality or morbidity, of protocol-based resuscita-
tion over bedside care that was provided accord-
Ing to the treating physician’s judgment. We also
found no significant benefit of the mandated
use of central venous catheterization and central

A Randomized Trial of Protocol-Based Care for Early Septic Shock

1351 hasta; 3 grup

hemodynamic monitoring 1n all patients.

Invaziv Santral Monitérizasyon (EDGT)

Klinik parametrelere dayali protokol (KB, Sok Indeks)

Protokole bagh olmayan hekim bakimi

Tim gruplar erken antibiyotik, agresif sivi ve vazopressor destegi

Birbirlerine istlinlikleri yok



VAZOPRESSORLER

[k tercih Norepinefrin 0.5-30 mcg/dk
Vazopressin 0.03-0.04 U/dk
Adrenalin 1-20 mcg/dk

Dopamin artik énerilmemekte






