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OLGU 1

- L.Y. 34 yaginda, erkek hasta

* 7 glin once dig merkezde sol ayak 3. parmak amputasyonu
yapilmig, amputasyon bdlgesinde akinti ile bagvurdu



Hikayesi

* 3 hafta once baslayan nasir sonrasi gelisen yara ile dis
merkeze basvurmus

 Antibiyotikli pomad regete edilmis, sonrasinda parmagindaki
kizariklik ayagina dogru ilerlemis ve parmagi morarmis.

* Baska bir merkeze basvurmus lezyonun hizli ilerlediginin
gorilmesi lzerine dis merkezde sol ayak 3. parmak
amputasyonu yapilmig

* 10 yildir DM oldugu biliyor ancak ilag kullanmiyor



Laboratuvar

* CRP: 13 mg/dI(0-0.5 mg/dI)
* Wbc 11000 mm3 (%77 neu)

 Sedimentasyon: 61 mm/saat
« HbA1C: 10.5



Sol Ayak MR

* Ayak dorsumunda distal metatarsal dizeyde 2., 3. ve 4. me’raTar‘slar' 2 distal yarisi boyunca
ayak dorsumunda cilt-cilt alti yumusak dokularda muh'reme en gegiril rﬁls operasyona sekonder
yumusak doku defekti izlenmektedir. Bunun pro snPa in e‘rar'sa roksimal metatarsal
duzeyde cilt-cilt alti yagh planlarda 6dem Iehme diffuz sinyal artisi ve kalinlagma izlenmigstir.

* Plentar fasiya ile metatarsal kemikler ar'asmda umuiak dokuda tarsometatarsal diizeyde
devam eden’yaygin kistik lokiile sivi artisl Cll"l mevcu fur. Bulgular ilk planda fleksor
tenosinovitler ile uyumlu olmakla birlikte gan glion kisti veya ala gibi_lokdile koleksiyonlar
ekarte edilemez. Hasta anemnezi ve varsa eski filmleri ile bir k’re deger'lendlr'llmeSI onerilir.

« Ayak dorsumunda ekstansdr tendingz kompanentler komsulugunda kistik lokiile sivi artigi
mevcuttur. Gordnim apseyi disiindirmektedir.

« Metatarsal kemiklerde ozellukle 2. ve 3. metatar‘sal kemik diafizleri boyunca proksimal
kcudesmde ve or'ra ve lateral cuniform, navnkular' emlk ve cubondal kemik distal yarisinda _
gin kemik gl od eml izlenmigtir. Bulgular kemik yaFI ara ait onTuzyon ile uyumlu’olabilecegi
gl | ayumcu tanida inflamatuar pro¢selerde dustnulebilir ( osteomyelit’? ).



MR Anjiyografi

* Her iki common iliak, internal - eksternal iliak ve common
femoral arterin trase, kontur ve kalibrasyonu dogaldir.

» Bilateral superficial femoral arterlerin ve Fopli’reql. |
arterlerin trase, kontur ve sinyal intensiteleri tabiidir.

- Tibial ve crural bb’lgede ylizeyel venlerde belirginlesme,

solda hafif derecede arteriovenoz fissirler dikkati
cekmektedir.



 Hastaya linezolid+ piperasilin tazobactam tedavisi baslandi

* Yara Kiltird: Achromobacter xylosoxidans iredi

* Piperacilin/ Tazobactam=Duyarli,

« Cefazolin=Direncli,

Amikacin=Direngli,

Gentamicin=Direncli,
Ciprofloxacin=Direngli,
Trimethoprim/Sulfamethoxazole=Duyarlr,
Amoxicilin/Clavulanic A.=Duyarl,



Laboratuvar 2. hafta

 CRP: 2.06 (0-0.5 mg/dl)
* Wbc 5600 mm3 (%55 neu)
 Sedimentasyon: 44 mm/saat



* 2 hafta antibiyoterapiden sonra ortopedi servisine
operasyon amagl devredildi

* Ameliyat notu: Sol ayak 2 metatars seviyesinde genis
debridman yapildi, enfekte dokular debride edildi, kiiltir
alindi, ayak plantar tarafta yaklasik 5 cmlik agik yara
mevlcu’r, yara debride edildi, yaralar bolca yikandi, isleme son
verildi.

» Ertesi guin Enfeksiyon hastaliklar: klinigine devir alindi



Post-Op Sol Ayak MR

3. parmak total ampite olup, bu zeminde post-op yumusak doku sekel degisiklikleri
izlenmektedir.

* Plantar yiizde daha belirgin olacak sekilde ayak cevresindeki yumusak doku
Flanlar'mda yaygin enflemasyonel odematdz kalinlasma ve heferojenite degisiklikleri
okulasyonlgr da baridiracak sekilde izlenmektedir. Plantar diizeyde parmdk fleksor
tendon’kiliflar: ile sinirli yaygin bélgesel effiizyonlar T2 agirlikli’incelemelerde
izohiperintens heterojen sinyal gzellikli olarak izlenmektédir. Post-kontrast
serilerde tendon kilifinda ince diffiiz kontrast tutulumlari da izlenmektedir

(tendonosis?).

« 2., 3.ve 4. metatars diafizer seviyelirinde mediiller k_er?iklerde muhiemel reksiyonel
enflemasyonel silik stir hiperintehsite degglkllklerl izlenmektedir (cevresel
Yumugak doku enflemasyonlaring reksiyonel ?). Bu zeminde bariz osteomyelit
ehinde goriniim bulgu, kortikal destriksiyon ekspansiyon veya patolojik fraktir
goriinimu sekillenmemektedir.



Laboratuvar 3. hafta

+ CRP: 1.79 (0-0.5 mg/dl)

* Wbc 3600 mm3 (%71 neu)
 Sedimentasyon: 76 mm/saat

» Per-op yara kiiltiiri: Ureme olmad:
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* Hasta tazosin+ linezolid tedavisinin 21. gliniinde tedavisi
Trimetoprim-Sulfometaksazol PO tb olarak revize edildi

« Amputasyon sonrasi derin doku kaybi oldugundan plastik
cerrahiye konsiilte edildi

* Negatif basingli yara kapama tedavisi tedavisi baglandi
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Laboratuvar 4. hafta

* CRP: 0.53 (0-0.5 mg/dl)
* Wbc 6600 mm3 (%71 neu)
 Sedimentasyon: 46 mm/saat



* Linezolid+Pip-tazo 21 gtin sonrasi TMP-SMX 16 gin (toplam 37 giin)
tedavi sonrasi taburculugu planlandi
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OLGU 2

« A. T. 69 yasinda, kadin hasta
* Sol ayakta yara, akinti



Hikayesi

* Yaklasik 4 ay once sol ayaginda ufak bir yara baglamis. 1.5
aydir yarasinda ilerleme olan hasta dig merkezde 1 ay
yatarak tedavi olmus.

« Hastanin yara yerinde E. coli (ESBL negatif) + P. vulgaris
tremesi saptanmis. (her ikisi de siprofloksasin duyarli)
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Laboratuvar

+ CRP: 5.7 (0-0.5 mg/dl)
- Wbc 81000 mm3 (%48 neu)

 Sedimentasyon: 105 mm/saat
« HbA1C: 9



MR

 Talar kemik qu',ousundq ve kalkaneal kemik korgusunda subkortikal milimetrik kistik
sinyal degisiklikleri, eslikli silik sinirli yamasal tarzda kemik iligi ddemi alanlari
izlenmek¥edir. Bununla birlikte talar kemik ve kalkaneal kemikté genel olarak
meduller sinyal 6zellikleri korunmustur.

» Kuboid ve navikiiler kemik korpus % distal 1yamlar'mda_ kuneiform kemiklerin
tamaminda ve inceleme alanina gigg.er;. etafarsal kemiklerde 6zellikle 2. 3. ve 4.
mf'ra‘rar"éaldkemlklerde kemik iligi ademi lehine diffiz hiperintens sinyal artisi
izlenmektedir.

 Ayak tabaninda cilt - cilt alt1 yaglh planlarda metatars proksimali diizeyinde defektif
goruniumler izlenmistir.

« Tanimlanan bulgular ilk planda kemik ve yumusak dokuga ait enflamatuar progcesleri
diisindirmektedir (osteomyelit). Hastanin klinik ve laboratuar tetkikleri esliginde
korelasyonu anerilir.



 Hasta diyabetik ayak konseyinde degerlendirildi
* Ortopedi: Hasta kabul ederse chopart ampitasyonu

« KVC: Distal nabizlar palpable. Hastaya 6ncelikle parmak
amputasyonu ve acik yaraya plastik cerrahinin greftleme
yoninden degerlendirmesi, hasta greftemeye misait degil
ise trans metatarsal amputasyonu onerilir.



* Hasta Enfeksiyon hastaliklar: klinigine yatirildi
* Piperasilin/tazobactam + linezolid tedavisi baglandi



* Hasta ampitasyonu kabul etmedi

* Konseyde tekrar degerlendirilen hastaya versaject planland..
Hastanin gerekli onamlar: alinip dosyasina birakilarak
versaject uyguland.



Laboratuvar 2. hafta

* CRP: 0.4 (0-0.5 mg/dI)

* Wbc 5300 mm3 (%27 neu)
 Sedimentasyon: 85 mm/saat

- 2.hafta yara kiiltiiri: Ureme olmad:



» Takibinde pansitopenisi olan hastanin linezolid 19. gliniinde
piperasilin/tazobactam linezolid tedavisi stoplanarak
tigesikline revize edildi

* Hastaya 27.09.2013'de 2.kez versaject uygulandi.
» Takibinde i1slak pansumana devam edildi.



* Piperasilin/tazobactam ve linezolid 19 giin sonrasi tigesiklin
tedavisinin 11. gtiniinde (toplam tedavinin 30. gindi) kontrole
gelmek lizere 6nerilerle taburcu edildi.



Laboratuvar 4. hafta

* CRP: 0.4 (0-0.5 mg/dl)
* Wbc 9600 mm3 (%47 neu)
 Sedimentasyon: 23 mm/saat









OLGU 3

« K.A, 55 yasinda kadin hasta

« Aralikl ates, lstime, titreme
« Sag ayaktan kasiga dogru yayilan agri



Hikayesi

* DM, HT , astim , KY , KBY tanili

* 6 yil once sag ayaga ¢ivi batmasi sonucu sag ayak
transmetatarsal amputasyon ve sonrasinda 2 kez greft op
olmus

 Son 2 aydir olan sag ayakta yara nedeni ile plastik cerrahi
1slak pansuman 6nermis doku kiiltiri gonderilmis

» Bu aralikta USE nedeni ile seftriakson ve siprofloksasin
kullanmig, en son 15 giin once antibiyotik kullanimi olmus



 04.07.18 derin doku kulturd..

e Corynebacterium striatum ( teiko , vanko, linezolid duyarli,
klindamisin , tetrasiklin direncli )

* |v antibiyoterapi ve extremite mr cekilmesi amaci ile interne edildi



Laboratuvar

* CRP: 68 mg/dl (0-5 mg/dl)

« Wbc 10500/ mm3 (%77 neu)
 Sedimentasyon: 86 mm/saat
« HbA1C:11.9

* Arteryel doppler: TF akim



* Linezolid 600 mg X2 IV basland,
* Endokrin Kl onerileri ile insilin...



» 3 gunlik tedavi ile klinik ve laboratuvar yanit alinan hasta
poliklinik kontroli onerileri ile taburcu edildi



Taburculuktan 7 ay sonra




OLGU 4

* FA, 61 yasinda kadin hasta
 Ayakta kizariklik, sislik agri nedeniyle acile bagvurmus



Hikayesi

« DM ( 30 yil), insdlin kullaniyor

» 10 giin once tirnagini kestikten sonra sag ayak 5. parmakta
baslayan kizariklik, sislik agri baglamis

* 5 glin once acil poliklinige bagvuran hastaya amp-sulb

» Klinik progresyon nedeni ile kontrole gelen hastaya yatarak
tedavi onerildi



Laboratuvar

* CRP: 14 mg/dl (0-0.5 mg/dl)
« Wbc 12800/ mm3 (%77 neu)

 Sedimentasyon: 120 mm/saat
- HbA1C:12.3






* Linezolid 600 mg X2 IV basland,
* Endokrin Kl onerileri ile insilin...

* Arteryel doppler: TF akim
* MR planlandi









Laboratuvar 1. hafta

* CRP: 2 mg/dl (0-0.5 mg/dl)
* Wbc 8800/ mm?3 (%66 neu)
 Sedimentasyon: 98 mm/saat



* Operasyon amagli ortopedi klinigine devir: 5/3/19 Apse Drenaj:

* Sag ayak 4. ve 5. metatars dorsalinda 6X6 cmlik apse tespit edilip
enjektorle ornek alindi. 4. metatars dorsaline 4 cm lik insizyon yapild..
Apse drene edildi. Izotonik ile bol yikama sonrasi kanama kontrolii
saglanip katlar kapatildi. Isleme son verildi.

« Boyama Sonucu: Lokosit gorildd, bakteri gorilmedi.
« Yara kiiltird Sonu¢: Ureme olmadi



Laboratuvar: tedavinin 10 - postop 3. glin

* CRP: 1.6 mg/dl (0-0.5 mg/dl)
« Wbc 7200/ mm3 (%63 neu)
 Sedimentasyon: 68 mm/saat

Hastaya NBYK planlandi






Laboratuvar: postop 7 . glin

* CRP: 0.5 mg/dl (0-0.5 mg/dl)
* Wbc 6900/ mm?3 (%63 neu)
 Sedimentasyon: 46 mm/saat






EC- 5

Ulkemizde DAI etkenler???
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Pathogens Isolated From Deep Soft Tissue and Bone in
Patients With Diabetic Foot Infections

able 2. Number of Microorganisms lsolated From Bone
nd Soft-Tissue Cultures
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I Note: More than one organism could be found in one culture.




The microbiologic profile of diabetic foot infections in Turkey:
a 20-year systematic review

Diabetic foot infections in Turkew

« 31 ¢alisma, 1989-2011 yillari arasi, 2097 hasta, 1974 izolat

« Son 5 yil/son 20 yil, (1989-2011 ile 2007-2011 ) karsilastirilmis.

TEabile 2 Pooled rates of muocroaorpEanesms  assessod beiween 1SS and
2011 and between 200007 @esd 2001

Hatipoglu M et al.

Eur J Clin Microbiol Infect Dis 2014
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Causative pathogens and antibiotic resistance in diabetic foot ble 2

infections: A prospective multi-center study
35 merkez, prospektif
447 hasta, 522 izolat
7%36.4 Gram (+) bakteri

7%60.2 Gram (-) bakteri

rquency of isolation of micrmoorganismes from wounds of patients with a diabetic foot

mrection.
Bacteria PEDIS PFELDS PEDIS TOTAL
Grade 2 Grade 3 Grade 4 (M)
x (M) % (N) % (M)
Gram-positives 31.03 (18] 38.22 [(99)] 3429 (247 36.43 [l41]|
Staphylococous aurews [(total) 13.79 (8) 12.36 [(32) 5.71 (4] 11.37 [44)
-Methicillin-sensitive 13.79 (8) 10L42 [(27]) 2.86 (2) 9.56 {(37]
-Methicillin-resistant (8] 1.93 (5] 2.B6 (2]
Enterococcus spp. G.90 [4) 10.81 (28] 10 (7)) 10L08 {39)
Streplococcus spp. S5.1F (3) T.T2 (20] 7.14 (5] T.24 (28]
Coagulase-negative 517 (3) 579 (15) 100 (7)) G646 [25])
Staphylococous spp.
Other gram-positives 0 1.54 (4] 1.43 (1] 1.29 (5]
Gram-negatives 63.79 (37] 5946 [(154) a0 (42} 6021 (233)
Escherichia coli 12.07 (7)) 15.83 (41] 1429 (10} 1499 (58]
Pzeudormonos geruginosa 12.0F (7] 13.90 (36) 7.14 (5] 12.40 (48]
Protews sppo. 13.79 (8) 927 [(24)] 7.14 (5) 956 (37]
Morsanella maorganii S5.17 (3]} 463 (12) S5.71 (4) 491 {19)
Enteroboacter spp. S.AF (3) 425 (11)]) 429 (3] 439 (17])
Klebsiella spp. 1.72 {1) 3.47 (9] 4.29 (3] 336 {13)
Acinetobacter spp. S5.17 {3) 232 (6] 2.86 (2] 284 {11)
Serratio spp. 1.72 (1) 1.16 (3] 2.86 (2) 1.55 {G6)
Citrobacter spp. o 1.16 (3] 4.29 (3] 1.55 {6)
Other gram-negatives G6.90 [4) 3.47 (9] 7.14 (5] 465 (18]
Other organisms
Candida spp. 1.72 {1) 1.54 (4] 2.86 (2] 1.81 {7}
Condida albicans 3.45 (2) O7F7T (2] (0] 1.03 {4)
Finegoldino magna o 0 1.43 (1) 026 (1)
Huafrimalved o 0 1.43 (1) 026 (1)
Total 108 {58 100 {259) 100 (FO) 100 {387




Eur J Clin Microbiol Infect Dis Ertugrul B et al. Eur J Clin Microbiol Infect Dis 2012; 31:2345-2352

DO 101007/ s10096-012-1574-1 Table 2 Microorganisms isolated from foot nfections
ARTICLE Causative bacteria B (%)
Gram-positive aerobic coccl 35 (47.8)
StaphWococcus aureus 16 (13.9)
A prospective, multi-center study: factors related e e °
o tidrug-resistant 2
to the management of diabetic foot infections Coagulase-negative staphylococcus 8 (6.9)
Methicillin-resistant 3
B. M. Ertugrul » O. Oncul - N. Tulek - A. Willke - Streplococaus spp. 17(14.8)
Enterpcoccus spp. 14 (12.2)

5. Bacar + (. G, Tuncean = E. Yilmaz < O. Kaya «

B. Ozturk « O. Turhan + N. Yapar « M. Ture - F. Akin Betalactam-resistant :

Gram-negative aerobic bacilli 55 (47.8)
Fzend : i 21(18.4
o 2 O 10_ 201 1 s mngn::;::‘ugmma : {18.4)
. Escherichia coli 9(7.8)
Prospektif, toplam 96 hasta, ESBL® posicive ’
.. . . Multidrug-resistant 1
*71 hastada 115 bakteri izole edilmis Proteus pp. £ (69)
ESBL" positive 1
Morganella spp. g (6.9)
Multidrug -resistant 3
Gr (+) ve (-) aerob bakteri % 47.8 Kbt premoe =
Acinetobacter spp. 3(2.6)
Multidrug -resistant 3
Enterobacter spp. 3(2.6)
ESBL" positive 2
(Other {including anaerches) 5(4.4)
Tatal 115 (100)

Total resistant bacteria 38 (33)




ORIGINAL ARTICLES

Diabetic Foot Infections

Risk Factors for Infection with Pseudomonas aeruginosa in

Ocak 2012 - Aralik 2013

25 merkez, retrospektif

71 hastada 89 bakteri

Gram (-) 49 (% 55.1)

Gram (+) 36 (% 40.4)

P. aeruginosa % 25.8 (23)
S. aureus % 13.5 (12)
MRSA 4/89 (7% 4.5),

MRSA/ S. aureus 4/12 (%33)

Ertugrul B et al. J Am Podiatr Med Assoc 2017(6): 483-489.

Table 2. Microorganisms Isolated from Foot Wound

Culture

Causative Bacteria Mo. (%)

Gram-positive asmobic cocci
Staphylococcus aureus 12

Methicilin resistant “
Coagulase-negative staphylococcus 10
Methicilin resistant 6

Streplococcus spp B
Enternococcus spo (-]

| Subtotal 36 (40.4) |

Gram-negative aerobic bacill
Fseudomonas aeruginoesa 23
Eschenchia coli )
Klebsiella pneumoniae G
Hrofeus spp 2
Morganeila morgagni ﬂ-
Enterobacter spp 2
Semalia marcescens 1
Stenotrophomonas makophilia 1

| Subtotal 49 (55.1) |

Obligate anaerobes 3 (3.4)

Candida parapsilosis

1(1.1)



Clin Microbiol Infect 2015; 21: 659-664

DRMGITMNAL SaRTIELLE INFECTHRIUS DISEASES

Predictors for limb loss among patient with diabetic foot infections: an
observational retrospective multicentric study in Turlkey

M. Sakogliu', M. Temisen', ©. Ergonul®, &, Hadanall®, G. Karagozr®, . Bacirel®, O, &k*, H. Eraksoy®, A, Cagacay”, A Wacan ',
G Sengor, F. Pehlranoghu®, T. Sskn’, . Akkoyuniu’, . Engin, M. Ceran®, B. Eroark”, L. Mularimogiu®, ©. Oneal ', HL 8o "7,
F. Sargin'', FM. Orgunes'', F. Simsek ", T. Yildrmmak "=, M. Tuna' ¥, O. Karabay"*, B, Yasar'™, BN WDzon', 7. Huoculkcarcall "=,

. S-annumgiu's, F. Wilmaz"", L, Tamuan”, 5. Drer  arnd M. Oryarar . HLIMIE Turkish Sociecy, Diabecic Foor Soudy Group

17 merkez, Mayis 2011-Mayis 2013

* 455 hasta, 208 mikroorganizma TABLE 3. Microorganisms isolated from patients with diabetic

. foot infecti = 208
6ram (-) bakteriler % 54.8 oot infection (n )
. ° n (%)
Gram( +) bakteriler % 44.2
Gram-negative bacteria 114 (54.8)
Pseudomonas aeruginosa 36 (17.3)
Escherichia coli 30 (14.4)
; 9, Enterobact (5.3
> P.aeruginosa % 17.3 (36/208) o eropater ' LB;
o ESBL producing Enterobacteriaceae 10 (19.6)
Proteus 13 (4.8)
> S. aureus o 23 (48/208) Proteus >
o Maorganella 4 (1.9)
Gram-positive bacteria 92 (44.2)
> MRSA/ S' aureus 11 /48 (/023) Methicillin-sensitve Staphylococcus aureus 37 (17.8)
Methicillin-resistant Staphylococeus aureus Il {5.3)
Methicillin-resistant coagulase negative Staphylococaus 18 (8.6)
Streptococcaus 14 (6.7)
Enterococcus 12 (5.8)

Anaerobic bacteria 2 (1)
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Influence of Mmulridrug resistant organisms on the outcome of diabetic | ™)

T

foot infection e

+ Mayis 2011-Aralik 2015 . MRSA (33/536) %6.1

* 19 merkez, 791 hasta, 536 mikroorganizma

« 301 (% 56.1) Gram (-), Gram( +) bakteriler
7% 43.9

100

S. aureus 7% 20 (107/536), MRSA %31 )

=14

(33/107) “BE B )

—E

P. aeruginosa 7% 19 (99/536) RN SR S e

Saltoglu N et al. Int J of Infect Dis 2018;70 10-14



Izolat
N

Ik 2 etken
(%0)

Kandemir et al 2007

Ertugrul et al. 2012

Ertugrul et al. 2017

Turhan et al. 2013

Hatipoglu et al
2014( 20 y1l)

Hatipoglu et al.
2016

Saltoglu et al, 2015

Saltoglu et al.2018

104

115

89

312

1974

522

208

536

43.3

47.8

40.4

38.7

48.7

36.4

44.2

43.9

54.8

47.8

55.1

61.3

48.4

60.2

54.8

56.1

S. aureus (29.8)
E .coli (20.1)

P.aeruginosa (18.4)
Streptokok spp (14.8)

P. aeruginosa ( 25.8)
S aureus (13.5)

P.aeruginosa(34.8)
Staphylococcus spp (19.5)

S. aureus (23.8)
P .aeruginosa (13.7)

E. coli (15)
P. aeruginosa (12.4)

S.aureus (17.8)
P.aeruginosa (17.3)

S.aureus (20)
P.aeruginosa (19)
E.coli. (12)
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FEF;;EWSI Current medical management
of diabetic foot infections

Expert Rewv. Anti infect. Ther. 8(11), 1293213205 (2010)

Foot infections are a sericous complication of diabetes associated with substantial morbidity and

Mark A Kosinski™ and

Benjamin A Lipsky? occasional mortality. Antibiotic therapy for mild infections in patients who have not recently

e o ) recaived antibiotic therapy can often be directed at just staphylocoocci and streptococci. Ermpiric

Evwision of Adoedical Scancas, MWow . . . . .

vork College of Podistric Medicine, therapy for infections that are chronic, moderate or severe, or that occur in patients who hawve
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*Agir ve bazi orta vakalar en azindan baslangi¢ta parenteral
tedavi
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MRSA olasiligi varsa verilen antibiyotik MRSA etkili olmali

Onceden gegirilmis MRSA enfeksiyonu

Nazal MRSA kolonizasyonu

Yakin zamanda hospitalizasyon ve antibiyotik kullanimi
Lokal epidemiyolojik verilere gore MRSA olasiligi yiiksek
Kronik bobrek yetersizligi

Ayaktaki yaranin uzun siireli devam etmesi
Osteomiyelit varlgi
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arliginda DAl olan hastalar MRSA acisindan degerlendiril-

elidir: [1] Siddetli infeksiyon, [2] alti haftanin Uzerinde yara
arligi, [3] son bir yil icerisinde hastaneye yatis, [4] uzun stre-
I antibiyotik (kinolon gibi) kullanimi oykisa, [5] osteomyelit,

6] Onceki MRSA kolonizasyonu ya da infeksiyonu, [7] yiiksek
verel MRSA oranlarn (orta derece infeksiyon icin %30; hafif
infeksiyon icin %50), [8] kronik bobrek yetmezligi nedeniyle
diyalize girmek ya da bakim merkezinde kalmak (20-24).




Ampirik tedavi MRSA kapsamali mi

On the basis of currently available evidence, we recommend
that a patient presenting with a DFI be empirically treated
with an antibiotic regimen that covers MRSA in the following

IDSA GUIDELINES sitnations:

Lo . . . . « The patient h history of i MRS A infecti
2012 Infectious Diseases Society of America © patient has a fistory ol previous tniection or

Clinical Practice Guideline for the Diagnosis o i
and Treatment of Diabetic Foot Infections® « The local prevalence of MRSA (ie, percentage of all S.

agureus clinical isolates in that locale that are methicillin-
resistant) is high enough (perhaps 50% for a mild and

colonization within the past year.
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+ The infection is sufficiently severe that failing to empiri-

cally cover MRSA while awaiting definitive cultures would
pose an unacceptable risk of treatment failure.

* Son bir yil igcinde MRSA infeksiyonu veya kolonizasyonu oykiisi
varsa

* Lokal MRSA prevalansi yiksek ise
- Infeksiyon, kiiltiir sonuglari beklenemeyecek kadar siddetli ise




Orta- Agir Olgularda AB Tedavi

P oderate (may be
treated with oral or
initizl paranteral
agentlsll or severe
(u=ually treated wwith
parenteral agent[=])

MMSS A Strepltococcus

s _
Entermbacteriacess;
abligate anacsrmbeaes

MRS

Peaudomonas
aaeruginosa

Lewvafloxacin®™

Cefoxitin®
Ceftriaxons
Ampicillin-sulbactam

MAoxifloxascin®™

Ertapenem®

Tigecyclina®™

Lewvofloxacin®™ or ciprofloxacin®
with clinda rrrh,r-cinb
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Linezold®
Da ptormyci n®
ks

Wancomycin

Piperacillin-tazobactam®™

Dnoce-daily dosing: suboptimal
against 5. auwreus

Second-genaration cephalaosparin
wwith anaerobic covemge

COnece-daily dosing, third-genaraticon
cephalosporin

Adequate if low suspicion of
P asrugiosa

Onee-daily oral dosing. Relatively
broad-spectum, including mast
abligate anasmbic organisms

COnece-daily dosing. Relatively broad-
spectrum including anaerabes, but
not active against P asruginosa

Active against MRSA. Spactrum may
e excessiveaely broad. High mtaes of
nausea and woamiting and increased
rmartality swwarning. Monequinalent
o ertapenam + vanoormycin im 1
rmndomized clinical trizl

Limited evidence suppoarting
clindamycin for severe 5 aueus
infections; PO & IV fomulatons
far both drugs=s

Yery broad-spectrum (but not against
FMRS AN, use only when this is
required. Conzider wheaen ESBL-

oproducing pathogens suspactaed
Expensive:; increased risk of toxicities
wwhen used =2 wk

Onece-daily dosing. Requires searial
manitaring of CPE

Yancomycin MICs for BFMARSA are
gradusally increasing

TIDY2D dosing. Wseful for broad-
spectrum coverage. P aaruginoss
i= an uncommaoan pathogen in
digbetic foot infections excapt in
special circumstances (2}




Orta- Agir Olgularda AB Tedavi

Infection Severity Frobable Pathagenis) Antibiotic Agent Comments
PARSA, Vancomycin®, ceftazidime, Wery broad-spectnim coverage;
Enterobacteriacae, cefepime, racillin- usuzlly only used for empiric
Feeudomonas, and , aztreonam,” or therapy of severe infection.
obligate anasrobes a carbapensm® Consider addition of obligate

anaerobe covermage if ceftazidime,
cefepime, or aztreonam selected

22.0Oneri: Kesin tedavi kiiltiir sonuclari ve énce baslanan

tedaviye cevap birlikte degerlendirilerek yonlendirilmeli




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

severe diabetic foot infections'.

Ampicillinfsulbactam B-lactam/B-lactamase inhibitor Mo Yes Yes
Ticarcillinfclavulanate B-lactam/B-lactamase inhibitor Mo Yes Yes
Piperacillinftazobactar B-lactam/B-lactamase inhibitor Mo Yes Yes
Imipenem/cilistatin Carbapenem Mo Yes Yes
Ertapenem? Carbapenem Mo Yes Yes
Moxifloxacin® Quinolone Mo Yes Mo
Clindamycin + ciprofloxacing or Lincosamide/fquinclone Some Yes/no Mofyes
levotloxacin

Tigecyclina? Glycyloycline Yas Yes Mo
Vancomycin™# Glycopeptide Yes Mo Yes
Linezolic*# Oxazolidinone Yes Mo Mo
Daptomycin® Cyclic lipopeptide Yes Mo Yes

fall agents have bean usad in publishaed trials of treatment of diabatic foot infections.
#IS FDA indication for complicated diabetic foot infections without ostacmyelitis.

SEor patients with penicillin allergy in whom MRSA is not suspacted.
THealthcare-assodated MRSA and community-acquired MRESA activity.

fAnaerchic and Gram-negative activity lacking. Use in combination for mixed infections.
MRSA: Methicillin-resistant Staphocoocus auraus.

Kosinsky MA, Ekspert Rev Anti Infect Ther, 2010
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Parenteral tedavi tim agir ve bazi orta vakalara baslanmall

Table 11.

Kiltir sonuglar: ve hastanin durumuna gére oral tedaviye
gegilmeli

Suggested Route, Setting, and Duration of Antibiotic

soft-tizsue onhby

MAild Topical or oral Outpatient 1-2 wik:
May
extend
up to 4
ke if
sloww to
resalve

Moderate Crral (or initial Cutpatient/ 1-3 wik

parenterall inpatient

Severe Initial Inpatient, 2—4 wk

pErenteral, then

switch to outpatient
aral when
possible




Cerrahi sonrasi

Bone or joint

ko residusl Famnteral or

infectaed tissue (g, aral
pastamputation)

Fesidual infected Farenteral ar
s0ft tissue (but aral
not bonel

Residual infected Initizl
(but wiabilel bone parenteral,
then
consider
aral switch

Mo surgery, or I nitial
residual dead bone paraenteral,
postoperatively then

consider
aral switch




