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Diyabetik hastalarin yaklasik %50’si tim yasamlari
boyunca diyabetik ayak gelisim riski altindadir.

Tum dinyada her 30 saniyede bir diyabetik ayak
komplikasyonuna bagl olarak bir amputasyon
vapilmaktadir

Bu komplikasyondan primer korunmada, hastalara
gerekli egitimin verilmesi ile dizenli ayak
bakiminin saglanmasi, en etkili yontem olarak
gorulmektedir.



Diyabete 6zgl bir komplikasyon olan noropati ve
sikhkla eslik eden periferik arter hastaliginin
sonucu meydana gelen iskemi zemininde, asiri
basin¢ yuku ve enfeksiyonun da katilmasiyla
olusan diyabetik ayak,

organ kaybina goturebilen,
ruhsal,
bedensel,
sosyal ve
ekonomik
yonden ayricaligl olan bir komplikasyondur.



Aile Hekiminin Tanimi

* Yas,
* Cinsiyet,
e Hastalik ayirt etmeksizin
* Bireysel
e Kapsamli
 Surekli
e Butlincul saghk hizmeti veren,

Tip Faklltesinden mezun olduktan sonra uzmanlik
egitimi almis birinci basamak hekimidir.



Aile Hekimliginin Temel Ozellikleri

« Saglik sistemiyle ilk tibbi temas
noktasidir

— Acik ve sinirsiz hizmet olanag!

— Yas, cinsiyet ya da kisinin baska herhangi bir
ozelliginden bagimsiz



Aile Hekimliginin Temel Ozellikleri

* Kolay ulasilabilirlik

— cografi
— ekonomik
— kulturel



Aile Hekimliginin Temel Ozellikler

 Entegre ve koordine

— Koruyucu
— Tedavi edicl
— Rehabilite edici

— Hizmet basamaklari arasinda koordinasyon

« Konsultasyon
« Sevk
 Takip




Aile Hekimliginin Temel Ozellikleri

» Sureklilik

— Hastaligin belirli bir evresi ile sinirl degildir;

— Prekonsepsiyondan olum anina kadar
sorumliuluk



Aile Hekimliginin Temel Ozellikleri

 Butuncul

Tum saglikla ilgili durumlar

— Fiziksel

— Psikolojik

— Sosyal

= BIYOPSIKOSOSYAL yaklasim



Aile Hekimliginin Temel Ozellikleri

* Kigisel

— Birey merkezli @



Aile Hekimliginin Temel Ozellikler
« Kapsamli

Bireye yonelik
— danismanlik,
— saglik egitimi,
— tani,

— tedavi ve

— rehabllite edici hizmetlerle sagligin korunmasi
ve gelistiriimesine yonelik kapsamli hizmet

11



Aile Hekimliginin Temel Ozellikleri

* EKip hizmeti

— Diger disiplinlerle

— Diger saglik personeli

— Sosyal hizmet

— Egitim hizmeti

— Is hizmeti verenlerle de isbirligi yapabilir.



Kapsaml
o yaklasim

Kisi merkezli
bakim
Birinci basamak

onetimi
y Batincil

(holistik) yaklasim 4

Aile Hekimligi Avrupsz

Tanimi:

Cekirdek Yeterlikler v
Ozellikler

/"\ (Wonca 2005
[\ ©2004 Swiss College of Primary Care
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e Regulasyon
bozulmasi

e is gorememe

e Fazla ilag
kullanimi

e Bedensel
muhtaclik

e Amputasyon

\_

e Depresyon

e Yaygin
anksiyete
bozuklugu

e Posttrav.
Stres boz.

e Postoperatif
deliryum

e Ofke
e Sucluluk
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e Yasam
kalitesi
e is gorememe

e Sosyal
izolasyon

e Aile yiikii




DAI ve AILE

* Aile/Hasta yakinlari,
— Hastalarin yara bakimi
— Hastaya fiziksel destek (ylrime, giyinme, banyo, )
— Hastaya emosyonel destek

— Sosyal destek (alisveris, Yeni yasam sekline ayak
uydurma)

— Aileye gelen ekonomik yuk



DAI ve RUHSAL SORUNLAR

Depresyon %22-25

Yaygin Anksiyete Boz. %7-10
Posttravmatik stres boz %2-5
Postoperatif deliryum %4-6

Diyabetin tipi ve suresi, tedavi sekli, metabolik kontrol
dizeyi ve komplikasyonlarin varligi hastalarin yasam
kalitelerini, is hayatlarini, kisilerarasi iliskilerini, sosyal
faaliyetlerini, fiziksel ve ruhsal iyilik hallerini, 6z-bakim
gucu etkinliklerini olumsuz yénde etkilemektedir



Cumhuriyet Tip Dergisi Cumhuriyet Tip Derg 2012; 34: 423-428
Cumhuriyet Medical Journal Cumbhuriyet Med J 2012; 34: 423-428

Orijinal arastirma-Original research http://dx.doi.org/10.7197/1305-0028.1693
Diyabetik ayak bakimi: Aile hekimligi poliklinigine
basvuran hastalar tarafindan bildirilen uygulama
durumu

Diabetic foot care: Self reported practice among patients attending family
medicine outpatient clinics

Cenk Aypak™, Asim Kog, Hiilya Yikilkan, Siileyman Gérpelioglu

Aile Hekimligi Klinigi (Dr. C. Aypak, Dr. A. Kog¢, Dr. H. Yikilkan, Dr. S. Gorpelioglu), Diskap:
Yildirnnm Beyazit Egitim ve Arastirma Hastanesi, TR-06030 Ankara

Tablo 1. Hastalarin bilgi puan ortalamalarinin yas cinsiyet, egitim diizeyleri, diy
ve medeni hallerine gore karsilastirillmasi.

n % ortalama puan p

Yas
65 Yas ve alt1 122 61 6.56 0,000
65 Yas tizer1 78 39 5.09

Cinsiyet RlSK GRUBU

Kadmn 123 61.5 5.77 0.113

Erkek 77 38,5 6,32

Egitim durumlan i .

Okur yazar degil 51 255 451 0.000 lleri Yas

_Okur yazar 22 11 486 Kad In

flkokul 94 47 643 N
Ortaokul 21 105 7.62 Dusuk Egitim dlizeyi
Lise ve iizer1i 12 6 8.00 DM * . t
Diyabet siireleri suresi orta

1-5 Y1l 77 38,5 6.45 0,007 Bekar

6-10 Y1l 62 31 532

11-15 Yil 27 13,5 533

16+ Y1l 34 17 6,65

Medeni hal

Evli 154 77  6.25 0,004

Bekar veyvadul 46 23 5,09




AILE HEKiMI
VE HOLISTiK YAKLASIM

DIYABETIK AYAK MODELI
INFEKSIYONU

BPS yaklasim

Tim yasama
odaklanma




AILE HEKIMI

EVSE SAGLIK
HIZMETLERI




Ev saglik hizmeti alan
DAI’lu bireylerin izlemi



* Evde bakim, birey ve ailelere bulunduklari
ortamda, terminal hastaliklari da kapsayan
hastalik ve yetersizligin etkilerini azaltarak,
bagimsizlik dizeyini artirma, sagligi sirdlirme
va da gelistirme amaciyla sunulan kapsamli ve
surekli saghk bakim hizmetidir.



Eve bagimli diyabetik hastanin glisemik
kontrolinlin uygun sekilde saglanmasi

acl

sindan aralikh kontroli / egitimi

HbA1C, Kan sekeri, Kolesterol, kreatinin,

mi

VKI,

kroalbumin kontrolU
Egzersiz, Sigara

Evde Saglik ekibi-Aile Sagligi Merkezi isbirligi

llaclarin raporlanmasi



Diyabetik Ayak Infeksiyonunun
Evde Bakimi

Parenteral antibiyotik yapilamaz
Gunlidk yara pansumani (?)

YAPILABILECEKLER:

— Aralikh pansuman

— Yara ortuleri

— Negatif basincli yara bakimi

— Lokal Sarekli O2 tedavisi

— Birinci — ikinci —Uc¢uncl basamak arasinda entgrasyon saglanmasi

— Hasta ve yakinlarinin egitimi
— Sik ve dikkatli takip



EVDE TAKIP

* Evde aile hekimi tarafindan takip edilen her
diyabetik birey 1-3 ay araliklarla mutlaka
gorulmelidir

* Her ziyarette

— noropati ve vaskuler yonden degerlendirilmeli,
— hasta ve yakinlarina ayak bakimi gésterilmeli,
— Beslenmenin onemi anlatiimali,

— Egzersiz dnerilmeli,

— ila¢ konusunda gerekli aciklamalar yapilmalidir



ilk degerlendirme
FM

Dijital fotograflama

Objektif dlgiimler

(Arterial kan akimini degerlendirin — ayaklarda
nabiz, ankle-brakial basing indeksi, doppler USG))

Arter tikanikhgini
gosteren hhb klinik
gostergenin olmamasi
(noropatik ayak ulseri)

Klinik olarak belirgin
arteriyal hastalik varlig
(angiopatik/anjionoropatik

ayak lilseri)

infeksiyon varsa kiiltiir ve
antibiyogram sonucuna gore tdv edin

infeksiyonu tedavi edin

Mobilizasyonu en aza indirerek basinci . . .
azaltin Vaskiiler bakim igin sevk edin

Debritman yapin

J J

4 )

Topikal biyolojik terapi
VAC negatif
Basing
Otolog cilt transplantasyonu
Hiperbarik oksijen
\ Agligraf, dermagraf, stem cell )

4 hafta iyilesme var ise

Hastayi uygun ayakkabi giymesi,
kendi kendine muayene yapmasi
konusunda egitin

4 haftada iyilesme yok ise
Adjuvan bakim uygulayin

(Y

Diizenli kontrole ¢agirin )




Yuksek Riskli Bireylerin Taranmasi

Her diyabetik bireye en az yilda bir ayak
muayenesi

Noropati kontrolu
Ayak bakimi ve ayak bakimi egitimi
Gerekirse AH/ASE ev ziyareti?



Ulser Olmadan once takipte dikkat
edilecek noktalar

Ayak muayanesi

Tirnak bakimi

Kallus kontrol(

Cilt bakimi

Ayak hijyeni

Basincin azaltilmasi

Uygun corap ve ayakkabi secimi




Ayak Muayenesi

Cilt Cilt kurulugu
Catlak, kesik, kil kaybi
Callus, hiperkeratoz

Tirnak Tirnak Batmalari
Onikomikoz

Deformite Ayak deformiteleri

Amputasyon varligi

Ayakkabi ve coraplar

Palpasyon

Isi1 farkinin kontrol

Nabizlar, ABI (el doppleri, egitimi)

Duyu ve refleks

Monoflaman testi

Bilek refleksi

Eklem Hareket Acikhgi

Hallux limitus, hallux rigidus




WGNERIS CLASSSIFICATION OF DIABETIC FOOT ULCERS
DESCRIPTION

No ulcar, but high nisk foot {e.g.
deformilies. callug, insensitivity)

Superficial, full-thickness ulcer

Deeper ulcer, penatraling landons.
without bone involvement™

Shato voriesy of The Roys Free Vatoda Ut
maYe UdaN. Avelabe st
rerr i ae e s o b ub e S 20atena

o Nenesaad Jenusy 30, 2004

_ WAGNER
KLASIFIKASYONU

Deeper ulcer with bons invelvament,

| Parlizl gangrene {e.g. woes, forefont)

angrens of whole foo
Gang f whole fool




WAGNER SINIFLAMASI

Grade O

Preulcer stage

> L/
AN
) -

Ca S
Bonwy deformities
It Can be prevented

Grade 1

Superficial (shallow)
Ulceration

http://www.ddcfoot.com/nwc.html

Ulser éncesi dénem
Cilt butinligi tam
Cilt kizarik
Kallus +
Kemik deformitesi +

Yizeyel Ulser +




g T 5
WJi Lt
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= Deep ulceration

= Visible

Tendon,
or bone in wound

m Deep Abscesses

m Osteo Myelitis(Infection
of Bone)

http://www.ddcfoot.com/nwc.html

Derin Ulser +
Yaradan tendon ve
kemik gorintr

Derin Abse +
Osteomiyelit +
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Localized gangrene of toes /
forefoot -

Tirnak ya da ayakta
lokalize gangren +

Gangrene of
entire foot or leg

Tum ayak veya bacakta
gangren +

http://www.ddcfoot.com/nwc.html



YARA

e 2cm’den biytkse ............. GENIS YARA
* 3mm’den fazla ise ............ DERIN YARA

olarak ifade edilmelidir



OSTEOMIYELIT TANI YONTEMLERI
DUz ayak grafisinin
sensivitesi %43-75
spesifitesi %65-83

Erken tanida en guvenilir tetkik MR



AMPUTASYON SONRASI IZLEM



Category

Risk Factors Ulcer Amputation
Incidence

No neuropathy

No peripheral arterial
disease (PAD)

No history of ulcer

Neuropathy + deformity
No PAD

No history of ulcer or
amputation

PAD
No history of ulcer or
amputation

Previous ulcer or
amputation

Prevention and Treatment

e Reevaluation once a year

e Podiatry every 6 mo
e Over-the-counter shoes and
insoles; evaluate appropriate fit

e Podiatry every 2-3 mo

e Professionally fit therapeutic
shoes and insoles

e Patient education

e Podiatry every 1-2 mo

e Professionally fit therapeutic
shoes and insoles

e Patient education



PT FINDINGS - SIGNS & SYMPTOMS

Sugical Incision

Skin Breakdown
Abnormal erythema
Incomplete closure of flap

Discharge
PT RESPONSE -~ NURSING INTERVENTIONS
assess wound for normal healing

check stump for signs of impaired circulation

monitor and report pain

elevation and proper stump care

reinforce dressing

PT FINDINGS - SIGNS & SYMPTOMS
Inability to move purposefully ‘

Limited ROM

pain on mobility

- §/SX

".Pathophysiology: Surgical removal of a“~

part from the body due to decreased
blood flow or ischemia to lower
extremity. This may be due to tissue
gangrene and necrosis, may be

- §/SX

- NIC

Inability to transfer
fatigue

prosthetics

PT RESPONSE - Assess positioning and transfer ability

assess nutritional state
assess activity and turning

= NIC
assess pt knowledge of moving and transfer

teach about contractures, pillows
Teach ADL's and Assistive devices

elective or traumatic.

BOZULMUS CILT
BiiTiiiLUGU

S/SX -

BEDEN iMAJININ
KOTULESMESI

AMPUTASYON

FIZIKSEL MOBILITENIN

BOZULMASI

| NIC -

SIGNS/SYMPTOMS -  PT FINDINGS
Verbal preoccupation with changed body
actual change in function

change in social behavior

adjustment disorder

grieving about body part
NURSING INTERVENTIONS -
assess feelings
* consult with LCSW

PT RESPONSE

S/SX -

Allos pt time to grieve

encourage use of clothing and cosmetic/functional applicance

SIGNS/SYMPTOMS -  PT FINDINGS

Verbal complaints of pain

Facial expressions

Protection of stump

Refusal to be mobile

“AKUT/KRONIK

AGRI

Restlessness

Crying

NURSING INTERVENTIONS - PT RESPONSE

" TREATMENT: Dressings, pain meds, antibiotics, stump care,‘

range of motion.

| NIC -

Assess pain

Provide pain meds and evaluate

use other comfort measures




AMPUTASYON SONRASI DONEMDE
AILE HEKIMI

Kontrakturler: onlenmesi kolay, dizeltilmesi zordur.

islev kaybi
duyu kaybi Uclu bir tehdit
beden imgesi kaybi

Kisinin yasi, kisilik 6zellikleri, amputasyonun nedeni, ailenin
tutum ve davranislari, basa cikma yontemleri, is durumu ve
ekonomik kosullar toplumdaki konumu, bireyin inanci gibi
etkenler amputasyona karsi gosterecegi tepkileri etkiler



e \J o

ADA(Amerikan Diyabet Birligi

Time for a specialist? Mapping out a treatment and follow-up plan*

) Takip

Priority Indications Timeline Suggested
follow-up
URGENT . Immediate As
(active pathology) . ) ‘ ; referral/consult determined
» Signs of active Charcot deformity (red, hot, swollen midfoot or ankle) by
» Vascular compromise (sudden absence of DT/PT pulses or gangrene) specialist
HIGH « Presence of diabetes with a previous history of ulcer or Immediate or “next Every 1-2
(ADA risk category 3) lower extremity amputation available” outpatient | months
» Chronic venous insufficiency (skin color change, or temperature difference) | referral
MODERATE » Peripheral artery disease +/- LOPS Referral within 1-3 Every 2-3
(ADA category 2) « DP/PT pulse diminished or absent weeks (if not already | months
« Presence of swelling or edema receiving regular care)
Low » LOPS +/- longstanding, nonchanging deformity. Referral within Every 4-6
(ADA risk category 1) |« Patient requires prescriptive or accommodative footwear. 1 month months
VERY LOW = No LOPS or peripheral artery disease. Referral within 1-3 Annually at
(ADA risk category 0) | = Patient seeks education regarding foot care, atgletic training, appropriate months minimum
footware, preventing injury, etc.

*All patients with diabetes should be seen at least once a year by a foot specialist
THE UNIVERSITY OF ARIZONA
COLLEGE OF MEDICINE TUCSON

Surgery

ADA, American Diabetes Association
DP, dorsalis pedis

LOPS, loss of protective sensation

Adapted from articlegh The Journal of Family Practice. http.//bit.lv/IFPFootExam

i3
2

SOUTIERN ARIZ ONA
LW SALVAGE ALUANCE



o Aktif Patoloji
mevcut

e ADA Risk
kategorisi 3
ADA RISK « ADA Risk
KATEGORILERI kategorisi 2
e ADA Risk
kategorisi 1

e ADA Risk
kategorisi 0



e infeksiyon belirtileri +/-
acik yara/ulserli alan

e Yeni néropatik agri veya
istirahat agrisi

o Aktif Charcot
deformitesi belirtisi
(kirmazi, sis, sicak
ayak/ayakbilegi)

(Aktif

P&tOlei) e Vaskiiler bulgu (ani
DT/PT nabiz kaybi veya

gangren)

-~

o

ACIL SEVK veya
KONSULTASYON

onerisine gore

ISLEM: )

IZLEM:
llgili brans

yapilir /

ADA: Amerikan Diyabet Birligi
DP: Dorsalis Pedis

PT: Posterior Tibial
HK: His kaybi




Daha 6nce / iSLEM: \
o gecirilmis ulser .

YU KS E K veya alt ekstermite ACIL veya EN

amputasyon YAKIN

RlSK oykiisii olan ZAMANDA
Diyabet varligi SEVK
Kronik venoz
yvetmezlik (cilt rengi

(ADA Risk

Kategori 3) degisikligi, veya Isi IZLEM:
farki) \_ 1-2 ayda bir /




¢ Periferik arter

ORTA hastaligi, +/-

DERECELI [
RiSK e DP/PT nabizda

azalma veya

(ADA Risk alinmamasi
(€117 » Odem/sislik

-

ISLEM:
1-3 hafta

icerisinde sevk

(diizenli
kontrolleri

yapilmiyorsa)

IZLEM:

\_ 2-3 ayda bir /




e HK +/- uzun

D 26 suren,
DUSU K degismeyen

RiSK deformite
e Hastanin DA’dan
. korunma ve
(ADA R'_Sk uyum amaciyla
Kategori 1) egitime ihtiyaci
vardir

ISLEM:
1 ay igerisinde
sevk

|IZLEM:

4-6 ayda bir

o )




"Rl eve 4 ISLEM: )

COK periferik arter
DUSUK hst yoktur 13ay
RiSK e Hastanin ayak icerisinde
bakimi sevk
. konusunda
ADA Risk ' :
( S egitim ihtiyaci IZLEM:

Kategori 0) vardir \_ Yilda bir Y.




TEDAV]

* AMAC: Yaranin kapanmasi

e 3 faktor:
—Yaranin evresi (Wagner/ADA siniflamasi)
—Vaskiilaritesi
—Infeksiyon olup olmamasi

MULTIDISIPLINER YAKLASIM



TEDAVI
YAKLASIMI

1. ADIM

* |stirahat

* Elevasyon

e Basincin ortadan kaldirilmasi
2. ADIM

* Debritman (tim o6lu doku ¢ikarilmali, gerekirse
kanlanma goriliinceye kadar derin debride edilerek
alan temizlenmeli)

* Serum fizyolojik en uygun ve zararsiz uygulamadir
(povidon iodin’den kaginilmali)

 llik-nemli ortam en ideal
3. ADIM

e Vaskiiler problem varsa (nabizlar, renk is1 degisikligi,
) KVC isbirligi

4. ADIM

* Infeksiyon ile miicadele

* Aerobik ve anaerobik kiltiir alimi sonrasi genis
spektrumlu ab

e Cerrahi drenaj veya debritmen veya amputasyon
direkt ab endikasyonudur.

4. ADIM
* Osteomiyelit yoniinden degerlendirme



Table 3. Suggested Antibiotics for Treatment of Diabetic Foot Infection

Active against Duration of Renal dose
Pathogen Empiric antibiotic MRSA? initial therapy  adjustment?
Mild infection 110 2 weeks
Gram-positive cocci with or Amoxicillin/clavulanate (Augmentin)  No Yes
without MRSA Cefdinir (Omnicef) No Yes
Cephalexin (Keflex) No Yes
Clindamycin* Yes No
Dicloxacillin (Dynapen) Mo No
Doxycycline Yes No
Levofloxacin (Levaquin) Mo Yes
Linezolid (Zyvox) Yes (use if high No
risk for MRSA)
Minocycline (Minocin) Yes Yes
Trimethoprim/sulfamethoxazole Yes Yes
Moderate to severe infection 2 to 3 weeks
Gram-positive cocci; gram-negative  Ampicillin/sulbactam (Unasyn) MNo Yes
rods; anaerobes with or without Cefoxitin Mo Yes
multidrug-resistant organisms Ceftriaxone (Rocephin) No No
(e.g., MRSA, extended-spectrum ) ) )
beta-lactamase—producing Clindamycin/fluoroquinolones Somewhat No/Yes
strains, vancomycin-resistant Daptomycin (Cubicin) Yes Yes
enterococcus) Ertapenem (Invanz) Mo Yes
Imipenem/cilastin (Primaxin) MNo Yes
Linezolid Yes No
Moxifloxacin (Avelox) MNo No
Piperacillin/tazobactam (Zosyn) Mo Yes
Ticarcillin/clavulanate (Timentin) Mo Yes
Tigecycline (Tygacil) Yes No
\Vancomycin Yes Yes

MRSA = methicillin-resistant Staphylococcus aureus.
*—Consider a double disk diffusion test before using for MRSA.

Information from references 2, 7, and 27.

Aafp Volume 88, Number 3 August 1, 2013




Antibiyotik secimi yaranin durumuna gore yapllir.

Hafif ve orta siddettekiler icin aile hekimi tedaviye
baslayabilirken ileri evre yaralarda farkli disiplinlerin
gorus ve Onerileri icin sevk edilmelidir.

Stafilokokkus aureus ve beta hemolitik streptokok gibi
gram pozitif bakteriler daha dnce tedavi edilmemis
hafif ve orta dereceli infeksiyonlarin etkeni iken ciddi,
kronik ve daha once tedavi edilmemis yaralar
genellikle polimikrobialdir.

Debritmen sonrasi kultir alinmasi bu ayirimda en
glUvenilir yontemdir.



HOSPITALIZASYON ENDIKASYONLARI

* Derin apseli infeksiyon varligi
* Gangren
e Osteomiyelit
e Sellulit



endokrin

olog,
Acil Tip 8 genel

Uzmani cerrah,

sosyal
hizmet
uzmani

plastik
cerrah,

ortopedi

enfeksiyo
n hast.

dermatol
og,

damar
cerrahi,

uzman podiatris
hemsire, t,




Kaynaklar
e www.tahud.org
 www.evdebakim.org

 Evde bakim tanimi, kapsami, temel kavramlar ve Glkemizde
mevcut durum . www.evdebakim.org

 Alaa M, Tabatabaei M, Sanjari M, Peimani M,
MohajeriTehrani MR. Nurses’ role in diabetic foot

prevention and care; a review. Journal of Diabetes &
Metabolic Disorders 2012; 11:24. »

* Diyabetik ayak yarasi ve infeksiyonunun tanisi, tedavisi ve
onlenmesi: Ulusal uzlasi raporu.
http://www.klimikdergisi.org/sayilar/98/buyuk/2-34.pdf

* Journal of Family Practice http://bit.ly/FPFootExam
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TESEKKURLER



CHARCOT EKLEMI
(Talonavikuler eklem)

Talonavikdiler
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Diabetic foot ulcer

Initial assessment
Physical examination

igital ography
ngltlvemumm

Assessment of arterial blood supply
(foot pulses, noninvasive vascular assessment with
ankle-branchial pressure index and duplex ultrasonography)

- No clinically significant arterial obstruction - Clinically significant arterial discase
(neuropathic foot ulcer) (angiopathic/angioncuropathic foot ulcer)
I
- Treat any infection (obtain specimen for culture
and provide appropriate antibiotics)
- Eliminate ‘&rcssurc with minimizing mobilisation l
- Perform sharp debridement - Treat any infection
- Provide referral for vascular care
Healing at 4 weeks
Topical biological therapy (PDGF).
Yes No Vacuum-assisted closure (VAC) negative pressure
Autologous skin transplantaio
- Educate patient about wearing appropria Consider | i g "
shoes/checking for signs or problems adjuvant care | = Hyperbaric oxygen
- Provide regular followup

Human skin equivalents (apligraf, dermagraft)
stem cells



Patient with skin ulceration or soft tissue infection of the foot
o5 - Visualize bone or probe to bone?
Mo

l

Radiographs {some advocate bilateral weight-
bearing radiographs to check for joint instability}

| ' 1

Consistent with osteomyelitis Negative

l |

Evidence of neuropathy? ——— Yes «=——High clinical suspicion ——— = No

l l for osteomyelitis
No Indium-111 leukocyte
scan or MR
Consistent with Megative for
osteamyelitis osteomyelitis
T L l l v
Presumptive osteomyelitis: Consider bone Treat soft tissue infection; limited weight bearing

biopsy, treat appropriately (possible total contact casting), depending on staging



DIABETES MELLITLS

| 1 ]
NEUH[:;H&THY FERIFHERAL WICRO-
| WASCULAR  ANGIOPATHY
SDILIATIC ALUTOMNORMIC DISEASE
| | : |
Feduced Festricted Absence of  Impaired blood flow
pain and joint pressures regulation
proprioce plion mobility \ }
INCHEﬂ-Eé Dry skin - Dilated footveins  FooT 1ISCHEMLA,
FOOT flzsures Ciry foot
PRESSURES / L |
small
muscle HC“&LLUS ‘
weakness
| FOOT ULCERATION  [—— INFECTION

J

AP UTATION




!

Is the wound dinically infected?

Yes

Assess sewerity of infection
and metabolic status

Asses msdical and
paychologic conditons

Mo

Prescribe appeopriate wound care
Off-load bocal pressure

Consider \\Wnd*h!ﬂling agents
Ersure proper feotwear

Ha antibiotic therapy

honitor wntil healed

!

Sewere infection

‘ Hospatalize patient

Stabilize reetabalic stalus

Comsider surgical corsultations
{e.g., orthopedic, vascular)

Culiune wound sample
{preferably deep tissue) and
possably blood sample

Start empiric parenteral
antibiotic therapy

Improved == Reaxsess twice dady

'

Mild or maderate infection

Aszess suitability for cutpatient
treatment

Culture wiaund sample (unleds
eticlogy haghly preductable);
Gram stain

Ensure proper wound care; ensune
lesion is easily inspected

Choose empiric antibiotic regimen;
corsider oral spents

v

Reassess in two to fowr days
(earlier, if dramatically worsens)

Mot responding of warenndg i
l Improving
Review culture or susceptibility
et results
Redssess antibiotic regirnen @ Corsider changing
Reassess need for surgery antibiotic regimen
{imcision and drainage, {narrow spectrum;
resection, revascularization) less expensive agent)
Consider fyperbanic anpgen
therapy, granulocyte colormy-

stimulating factor, ete. Reassess in a few weeks

bmprowed Kot respanding Cured Relapsed

Voo :

Switeh 10 appropaate Ampltate at
ofal antibiotic regimen approphate level

Consider osteomyelitis
Repeat procedures

|
' '

Infection net smproving Infection worse

v '

Resiew cutture or Go 1oy
susceplibility test results

Bsteds patien] comgliande

Resiew local wound care

:

Reaisess in 1wa
1o three days

Imgraving Infection worke

' .

Go i Gotof

recommended above






Grade 0

stage
rmity
I Assessing Stage 1 Pressure Ulcers
' 7
» Perlorm a head-te-tee, full bady skin '
revented assessment

0 be Re-assessed frequently. » Focus on bony

prominences and
pressure-tesnng areas:

One of signs of Charcoat Joint. ' :

It results from a dorsal and lateral | :"C';m
dislocation of the talonavicular joint. ey
Ra I - healthy foot Buttocks

member these 2 Bone @ /ﬂ,wd Ankles

' Fe
|
charcot foot CATS recoucsar o Sreansre Ueern N

e p— 1" o

S *’@4’ .
Fig. 7.10: High-risk

Fig. 7.11: Ulcerated



Wagners Grade 3

Deep infection, abscess or OM
- 1&D
- Serial surgical debridement

Wound irrigation with
antibiotics

Sequestrectomy

Other measures as above






Wagner classification of diabetic foot ulcers

Grade 1

Grade 2

Grade 0
No ulcer in a high-risk foot
, "’Q“:: ’
E P

Superfical ulcer involving the full skin
thickness but not underlying tissues

Deep ulcer, penetrating down to
lgaments and muscle, but no bone
involvermnent or abscess lotmgion

Grade 3 Grade 5
Deep ulcer with cellulits or abscess Localued gangrene Extensive gangrene involving the
formation, often with osteomyelitin whole foot




Amputation Functionality

Partial Foot High 43.8%
Transmetatarsal Least disturbing to

ADL's
Ankle High 1.5%
Disarticulation
Below Knee High 28%
Transtibial Use of knee is

retained
Knee Moderate: Femur  1.5%
Disarticulation can bear weight
Above Knee Poor 26.1%
Transfemoral Walking w/

prosthetic difficult.

Loss of

guad+hamstring

control
Hip Disarticulation  Poor 1.5%

ORTIC Poor 1.5%




Grade 0 Grade 1 Grade 2 Grade 3
Stage 1 Pre-ulcerative or Superficial Wound Wound
post-ulcerative  wound not  penetrating penetrating
lesions Involving tendon or to bone or
completely tendon, capsule joint
epithelialised capsule or
bone
Stage 2 Infection Infection Infection Infection
Stage 3 Ischaemia Ischaemia Ischaemia Ischaemia
Stage 4 Infection and Infection and Infection and Infection and
iIschaemia Ischaemia Ischaemia Ischaemia
Foot Risk Classification, 2.0
Risk Group Definition Treatment Recommendations Follow Up
0 No LOPS, no PAD Patient Education Annuaily (by generalist andior
spec:alist)
1 LOPS £ deformity Consider prascriptive or accommodative Every 3-6 months (by
footwear spocialist]
Consider prophylactic surgery if deformity is
not abla to be safely accommodated in shoes,
Continue patient education
2 PAD = LOPS Consider prescriptive or accommodative Every 2-3 months (by
footwear specialist)

3 History of Ulcer or Amputation

Consider vascuar consultation for combined
follow-up

Same as category 1.
Consider vascular consullation for combined

follow-up If PAD present

Every 1-2 months (by
specialist)






CHARCOT EKLEMI
(Talonavikuler eklem)

Talonavikdiler
eklemin lateral ya
da dorsale
dislokasyonudur.




e?

motion of the jointss

e Does the patient have obvious
deformities? If so, for how long?

e [s the midfoot hot, red, or inflamed?

Vascular Exam:
e [sthe hair growth on the foot dorsum

tibial pulses palpable?

e [sthere a temperature difference
between the calves and feet or between
the left and right foot?

Dl N e vy

Time for a specialist? Mapping out a treatment and follow-up plan*

* Suggest yearly replacement of s
more frequently if they exhibit
wear.

Overall health risk management:
* Recommend smoking cessatior

or lower limb decreased? gf applicabl:la). Jate sl
e Are the dorsalis pedis AND posterior - C:;‘t’:zlmen APPIOPEIALE By CEl

ty

Indications Timeline Su,
fol
Open wound or ulceraﬁyé "',:ff:" vith or without signs of infection Immediate As
logy) New neuropathic pain or pain at rest referral/consult dety
Signs of active Charcot deformity (red, hot, swollen midfoot or ankle) by
Vascular compromise (sudden absence of DT/PT pulses or gangrene) spe
Presence of diabetes with a previous history of ulcer or Immediate or “next Eve
egory 3) lower extremity amputation available” outpatient | mo
Chronic venous insufficiency (skin color change, or temperature difference) | referral
Peripheral artery disease +/- LOPS Referral within 1-3 Eve
y2) DP/PT pulse diminished or absent weeks (if not already | mo
Presence of swelling or edema receiving regular care)
LOPS +/- longstanding, nonchanging deformity. Referral within Eve
egory 1) Patient requires prescriptive or accommodative footwear. 1 month mo.
No LOPS or peripheral artery disease. Referral within 1-3 Ani
egory 0) Patient seeks education regarding foot care, atgletic training, appropriate | months | mir






Dl iKelodenk

Here one can see a chronic Charcot plantar lateral ulceration with concomi
bone infection. Considering all the inherent factors associated with the Chan
case scenario will need a staged soft tissue and osseous reconstruction.

e infeksiyon belirtileri
olan vgya olmayan Agik / \
AC I |_ z::,?/nu;:zrh a-lanu ISLEM: ACIL SEVK
* patik agri veya
istirahat agrisi veya
. o Aktif Charcot KONSULTASYON
(Akt |f deformitesi belirtisi . .
(kirmaazi, sis, sicak IZLEM: ligili brans
P at o) I o : i ) ayak/ayakbilegi) dnerisine gore
-l e Vaskiiler bulgu (ani yapilir
DT/PT nabiz kaybi veya
ga|<gren) YRS k /




