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NPIAP tanimlamasina goére;

 Basi Yarasi (Pressure injury)

* Tek basina basin¢ ya da yirtilma ile basincin bir arada
sebep oldugu, genellikle kemik cikintilar Gzerinde veya
tibbi/diger cihazlara bagl olarak ortaya cikan lokalize
deri ve/veya derialti doku hasari

Tissue
Under
Pressure

{
1 Subcutaneous
o fissue

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance.
EPUAP/NPIAP/PPPIA: 2019.



Basi yaralari

 Hareket kisitlhgi olan yataga bagimli hastalarda ve yasli bireylerde
sagligi tehdit eden 6nemli bir faktordir

 Hastanede kalis stiresini uzatir, komplikasyon gelisme riskini ve saglik
bakim maliyetini arttirir

e Onemli bir morbitide ve mortalite nedenidir



ABD’de her yil yaklasik 2.5 milyon kisi tedavi ediliyor
Insidans: %24-70
Prevalans:

Akut bakim %9 - (Hastanede edinilmis %2.6)
YBU %14 - (Hastanede edinilmis %6.9)

Uzun sureli bakim merkezlerinde % 3-12

http://www.uptodate.com Epidemiology, pathogenesis and risk assesment of pressure-induced skin and soft tissue injury



http://www.uptodate.com/

Ulkemizde Basi Yarasi

 Alaca R ve ark. (2001) spinal kord hasarinda = %28.4

* Hug E ve ark. (2001) hastanede yatanlarda = %7.2

» Karadag M ve ark. (2006) operasyon geciren hastalarda 2 %54.8
e Baydar M ve ark. (2007) hastanede yatanlarda >  %7.2

* Gencer ve ark. (2015) YBU de ki hastalarda = %5.9
 Kasikci ve ark. (2018) hastanede yatanlarda = %12.7

Gulhane Tip Dergisi 2001; 43: 25-9.

Turkiye Fiziksel Tip ve Rehabilitasyon Dergisi 2001; 47: 3-11.
J Clin Nurs 2006; 15: 413-21.

Turkiye Klinikleri J Int Med Sci 2007;3:1-5

J Turk Soc Intens Care 2015; 13: 26-30

J Tissue Viability 2018; 27:135-140



Basi yarasi gelisme riski kimlerde yiksek?

* Yasli hastalar
* Duyusal fonksiyonun bozuldugu immobil ve/veya kasektik hastalar

* Yogun bakim Unitesinde yatan hastalar
* Kalca kirigi veya omurilik yaralanmasi olan hastalar
 Alt ekstremite travmasi nedeniyle fiksasyon ve alcilama yapilan hastalar

http://www.uptodate.com Epidemiology, pathogenesis and risk assesment of pressure-induced skin and soft tissue injury




Basi Yarasinin Fizyopatolojisi

MOBILITE

AKTIVITE

BASING [N

DUYUSAL ALGI

Basing¢ Yarasi
Gelisimi

EKSTRENSIK
FAKTORLER

DOKU

TOLERANSI

INTRENSIK FAKTORLER




Basi yarasinin fizyopatolojisi

Ekstrensek faktorler

BASINC

MAKASLAMA-YIRTILMA
(SHEAR) KUVVETI

SURTUNME (FRIKSIYON)

Intrensek faktorler

lleri yas

Vicut sicakhgi

Cilt 1s1s1

Kan basinci

Duyusal algi kaybi ve biling bozuklugu
Hemoglobin dizeyi

Obezite-kaseksi

Beslenme

Enfeksiyon

Kas ve hareket aktivitesinde azalma
llaclar

Ek hastaliklar



Basinc: En dnemli faktor

Yogunluk/ Siddet :

Disaridan uygulanan basing kapiller basinci astigi zaman damarlar
kollabe olur ve doku anoksisi gelisir

Suresi :

Dlsuk basing uzun strede, yuksek basing kisa stirede doku hasari
olusturur



Basincin siddeti ve dokunun toleransi

* Kas dokusu basinca daha duyarl
* |Ik degisiklikler buradadir
* Basing homojen dagilamaz ve kas

Tissue Uinder Pressure

Body Weight

Uzerinde yogunlasir




DIFFERENT SIZES AND WEIGHTS OF PATIENTS
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Sites assodated with pressure-induced injury

Occipital Scapula Vertebra Sacrum Coccyx Calcaneus
bone

Frontal Mandible Humerus Sternum Tuberosity Patella Tibia
bone of pelvis

O e e —] FO [ J—]

Scapula Ribs Iliac Greater Lateral Lateral Medial
crest trochanter knee malleolus malleolus
of femur

Common sites for development of pressure-induced skin and soft tissue injury.

Reproduced with permission from: Taylor CR, Lillis C, LeMone P, Lynn P. Fundamentals of
Nursing: The Art And Science Of Nursing Care, Sixth Edition. Philadelphia: Lippincott Williams &
Wilkins, 2008. Copyright © 2008 Lippincott Williams & Wilkins.




Surtiinme (Frikstyon)

Back of the Head

Friction tsssssly

* Pressure Points

Toes

A
Shoulder

_ Base of Spine
> “Buttocks

» Sadece epidermis ve Ust dermis

tabakasini etkiler

* Siyrilmaya yol acar



Makaslama (Shear) ve Yirtilma

 Makaslama kuvveti,
kemik ve deri tabakalarinin birbiri
Uzerinde ters ydonde kaymasi

Vessel Occlusion due

to Distortion
Blood Vessels Stretch e
Vessel walls become thinner .

Shear
Bone force ‘
s N
Adipose tissue / £ ) ‘
Friction between skin and
support surface

Skin
* Derin dokularda yirtilmalara
neden olur

* Kan damarlari uzar ve/veya kivrilir,
doku perfliizyonu bozulur

* Asil etki kemik cikintilarinin
Uzerinde gorulur

. Support surface






Prevention and Treatment of Pressure
Ulcers/Injuries: Clinical Practice Guideline.
The International Guideline
Evreleme sistemi

Table 12.1: Healthy skin (see the guideline Introduction for credits)

Healthy light skin Healthy dark skin

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Category/Stage | Pressure Injury EVRE |

e Deride buatunlik bozulmamistir,
kizariklik asamasinda

 Kizariklik basing¢ kalktiktan
sonrada bir saatten fazla devam
eder

* Genellikle kendiliginden iyilesir

* Onlem almak yeterli

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Category/Stage Il Pressure Injury EVRE Il
 Epidermis, dermis veya ikisini
de kapsayan kismi deri kaybi

« Ulser yuizeysel ve klinik olarak
abrazyon, kabarcik, ve derin
olmayan krater gibi

* Nedenler ortadan kaldiriimali,
enfeksiyon dnlenmeli

* Lokal yara bakimi

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Category/Stage lll Pressure Injury EVRE Il

* Fasya, kemik, tendon ve eklemlere
kadar uzanmayan, ancak tim deri
katlarini tutan ve alttaki subkutan
dokularin nekroze oldugu yara

* Yara yatagi genellikle agrisiz

 Debridman, sistemik tedavi ve
cerrahi

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Category/Stage IV Pressure Injury EVRE IV

* Derinin tum katlarinda tam kayip

e Kas, kemik, tendon ve eklem
kapsulleri zarar gormus

* Derin bir krater gorunimuinde

* Nekrotik dokular, tinel olusumu,
eksuda ve enfeksiyon var

 Yara yatagi genellikle agrisiz
 Debridman, sistemik tedavi ve
cerrahi

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Unstageable Pressure Injury EVfEIEﬂdirilemeyen baSIng yarasi

(covered in eschar or slough)

* Tam kalinlikta deri ve doku kaybi

* Yara yatagi icinde doku hasarinin
derecesi, siyah kabuk veya eskar
nedeniyle dogrulanamaz

* Sivah kabuk veya eskar doku
cikarilirsa, evre 3-4 basing¢ hasari
aciga cikabilir

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Suspected Deep Tissue Injury Supheli Derin Doku Basing Hasari

e Saglam veya butunligi bozulmus
derinin basmakla solmayan kalici

| kirmizi/ mor renk almasi

- * Koyu renkli bir yara yatagini ortaya
cikaran epidermal ayrim veya ici kanla

dolu bul olarak tanimlanmakta

¥

‘"’1
o
)

¥ NPIAP

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Mucous Membrane Pressure Injury M u koza I m e m b ra n ba SI n g h a Sa rl

* Yara yerinde kullanilan bir tibbi cihaz
varhgl s6z konusu

* Mukoz membran yarasi inflamasyonlu

* Rengi nedeniyle, inflamatuar yanit
gozle gorilemeyebilir

* Dokunun anatomisi nedeniyle yara
evrelendirilemez

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Tibbi cihazla iliskili basing hasari
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Basi yarasi 6nleme ve bakim uygulamalari

* Risk degerlendirme
* Basincin giderilmesi
* Deri bakimi

* Beslenme

* Agri kontrolQ

e Egitim



Risk Degerlendirilmesi

* Braden skalasina gore;
Skor <18 ise risk yuksek
* Norton skalasina gore;

Skor <14 ise risk yuksek



Copyrights apply

Braden scale for predicting risk of pressure

Sensory
perception

Ability to respond
meaningfully to
pressure-related
discomfort

1. Completely
limited

Unresponsive
{does not moan,
flinch, or grasp) to

painful stimuli, due

to diminished lewvel
of consciousness
or sedation

OR

Limited ability to

feel pain cwer most

of body

Very limited

Responds only to
painful stimuli

Cannot
communicate
discomfort except
by moaning or
restlessness

OR

Has a sensory
impairment which
limits the ability to
feel pain or
discomfort over
1/2 of body

Slightly limited

Responds to verbal
commands, but
cannot always
communicate
discomfort or the
need to be turned

OoOR

Has some sensory
impairment which
limits ability to feel
pain or discomfort
in 1 or 2
extremities

Mo impairimment

Responds to wverbal
commands

Has no sensory
deficit which would
limit ability to feel
or voice pain or
discomfort

Score:

* To calculate the Braden scale score, rank the patient in each of the subscales;
shear. Add the six subscale scores to yield a total

Moisture

Degree to which skin
is exposed to
moisture

1. Constantly
moist

Skin is kept moist
almost constantly
by perspiration,
urine, etc.
Dampness is
detected every
time patient is
maoved or turned.

2. Very moist

Skin is often, but
Nnot always moist.
Linen must be
changed at least
once a shifc.

3. Occasionally
moist

Skin is occasionally
moist, requiring an
extra linen change

approximately once

a day

4. Rarely moist

Skin is usually dry,
linen only requires
changing at routine

intervals

Score:

Activity

Degree of physical
activity

1. Bedfast

Confined to bed

2. Chairfast

N v to walk
sewverely limited
or non-existent.
Cannot bear own
weight and/or
must be assisted
into chair or
wheelchair

3. Walks
occasionally

wWalks
occcasionally
during day., but
for very short
distances, with or
without
assistance.
Spends majority
of each shift in
bed or chair

4. Walks
freguently

wWalks ocutside
room at least
twice a day and
inside room at
least once ewvery
two hours during
waking hours

Score:

induced injury¥*

Mob W

Ability to change and
control body position

1. Completely
immobile

Does not make
even slight changes
in body or
extremity position
without assistance

Very limited

Makes cccasional
slight changes in
body or extremity
position but unable
to make frequent
or significant
changes
independently

Slightly limited

Makes frequent
though slight
changes in body or
extremity position
indepaendantly

Mo limitation

Makes major and
frequent changes
in positicn without
assistance

Score:

MNutrition

Usual food intake pattern

1. Very poor 1.

Mever eats a complete
meal. Rarely eats more
than 1/2 of any food
offered. Eats 2 servings or
less of protein (meat or
dairy products) per day.
Takes fluids poorly. Does
not take a liguid dietary
supplement.

OR

Is NPO and/or maintained
on clear liquids or Iv's for
more than S days

Probably inadequate

Rarely eats a complete
meal and generally eats
only about 1/2 of any food
offered. Protein intake
includes only 3 servings of
meat or dairy products per
day. Occasionally will take
a dietary supplement.

OR

Receives less than
cptimum amount of liguid
diet or tube feeding

Adeqguate

Eats ower half of most
meals. Eats a total of 4
servings of protein (meat,
dairy products) per day.
Occasionally will refuse a
meal, but will usually take
a supplement when
offered.

OR

Is on a tube feeding or
TPM regimen which
probably meets most of
nutritional needs

Excellent

Eats most of every meal.
Mewver refuses a meal.
Usually eats a total of 4 or
more servings of meat
and dairy products.
Occasionally eats betweaen
meals. Does not require
supplementation.

Score:

sensory perception, mobility, activity, moisture, nutri

Friction & shear

Problem

Requires moderate to
maximum assistance in
mowing. Complete lifting
without sliding against
sheets is impossible.
Frequently slides down in
bed or chair, reguiring
freguent repositioning with
maximurm assistance.
Spasticity, contractures or
agitation leads to almost
constant friction.

Potential problem

Moves feebly or requires
minimum assistance.
During a move skin
probably slides to some
extent against sheets,
chair, restraints or good
position in chair or bed
most of the time but
occasionally slides down.

No apparent problem

Mowves in bed and in chair
independaently and has
sufficient muscle strength
to lift up completely during
mowe. Maintains good
position in bed or chair.

Score:

on and friction and

Braden scale score. Lower scores are associated with a higher risk of developing pressure scores. A score
of 18 or less indicates high risk. See www.bradenscale.com.

. Copyright @ 1988 Barbara Braden and Nancy Bergstromn.




Physical
condition

G = Good

Mental
comnditiorn

=1 Alert

3 =
Apathetic

2 =
Confused

1 = Stupor

Score:

ACtiwvity

4 —
Ambulant

3 p—
wWalksShelp

2 p—
Chairbowumnd

1 = Bed

Mobility
<4 = Full

2 = slightly
lirmmited

2 = Wery
lirmited

1 s
Immmochbile

SCore:

Norton scale for predicting risk of pressure-induced
injury¥*

Incontinent

Ea 3 Mot
Occasional

2 =

Usually, urine

1 = Doubly

Score:

= Calculated as the sum of the scores in all five areas. A score less than
14 indicates a high risk of pressure ulcer dewveloprmeant.

Adapred fronr: |
Decubitus 1929,

. Calcuwlating the rmisk: reffections o the NVorrbon Scale.

Copyrights apply



Basincin giderilmesi

Amac; hastanin maruz kaldigi basincin siddetini ve sliresini azaltmak

1. Duzenli olarak pozisyon verilmeli

-Her iki saatte bir yeniden pozisyon
-Yatagin basi 30 dereceden fazla yikseltiimemeli
-Yatakta 30 derece sag yan, sirtistl ve sol yan yatis pozisyon uygulanmali

2. Basinci azaltan cihazlarin kullanilmasi

| Shows 30-degree side-tying position,

{"' _ Uising pilfows and foam wedge




Cihaz secimi

* Basinci gideren cihazlar Basinc yarasi riski olan tium hastalar:

e Havali veya Ozel siinger yatak
Uzerine yatiriimall

* Basincl azaltan cihazlar

Evre llI-1V basi Ulseri bulunan hastalar:

* Yuksek 6zellikli alternatif basing
degistirme sistemi veya uUst Uste
verlestirilmis tahliye minderi

e SUrekli dusuk basincl sistem

FOAN SURFAGES

Use of viscoelastic foam fof pressure
redstibuiion

.’




Derinin degerlendirilmesi

* Yaslilarda her giin basin¢ noktalari
kontrol edilmeli

e Kuru ciltlilerde ginde en az bir kez su
bazli nemlendiriciler kullanilmali

e |drar ya da gaitanin deri ile temasin
onlemek icin bariyer krem ve polimerik
deri koruyuculari kullanilabilir

* Inkontinansa yonelik énlemler alinmali




Beslenme

* Malnutrisyon basi yarasi gelisimini kolaylastirir

* Protein ve toplam kalori alimi, hidrasyon durumu, serum albumini /
prealbimin degerleri dikkate alinmali

* Beslenmede amac, pozitif azot dengesi elde etmek
(yaklasik 30 ila 35 kalori / kg / gtin ve 1,25-1,5 g protein / kg / glin)

C vitamini ve cinko takviyesi iyilesmeyi hizlandirmak icin kullanilir
(Etkinligi ispatlanmamis)



Agri Kontrol{

* Agrinin degerlendirilmesi:
-Ulsere bagl agrinin tedavisi
-Agri skalalarinin kullanimi (Eriskin-Cocuk)

* Agri korumasi:
-Yaranin stabilizasyonunun saglanmasi (pansuman,nem)
-Yaraya gore pozisyon

* Genel agri yonetimi

* Debridman agrisi yonetimi

* Kronik agri yonetimi

* Hastaya bakim veren ekibin agri konusunda egitilmesi



Egitim

Basi yarasi risk faktorleri ve doku butinliglinin korunmasina
yonelik

* Tim saglik calisanlarina

* Hasta

 Hasta ailelerine



Basi Yarasinin Degerlendirilmesi ve Takibi

* Yaranin yeri ve derecesi
* Yaranin boyutu (en — boy — derinlik)
* Tunellerin varlig
* Yara yataginin géorunimua
-Granulasyon
-Olu doku
-Eskar

-Akinti
-Yara kenarlarinin durumu

e Koku
* Yara ¢cevresinin durumu




Basi Yarasinin Degerlendirilmesi ve Takibi

* Yaranin haftada bir kez degerlendirilmesi
* Baslangic ve ardisik fotograflarinin cekilmesi
* MUmbkunse verilerin elektronik kaydedilmesi

* Uygun lokal yara bakimina ragmen; iki hafta icinde iyilesme belirtileri
gostermezse, yeniden degerlendirilmeli



Basi Yarasinin Bakimi ve Tedavisi

* Yara temizligi
 Debridman

* Yara Ortuleri



Yara lyilesmesinin Desteklenmesi

e Saglikli grantlasyon dokusunun olusumu icin optimal
sartlarin saglanmasi ;

-0l doku ve eksudalardan arindiriimis
-Bakteriyel yuk ve 6demi azaltiimis,
-lyi vaskularize yara yatag



Yara lyilesmesinin Desteklenmesi

* Yara yataginin hazirlanmasi icin 4 major komponent;

* Tissue management TIMERS
e Infection and inflammation control olarak guncellendi
e Moisture balance e Repalir and regeneration

ST e Social factors and factors
e Epithelial edge advancement S

related to the individual
] e —
T | M E
Tissue Infection Moisture Edge
* VViable wound tissue * Bacterial balance * Moisture balance * Advancing epidermal margin
* Reduced inflammation * Wound stage decreased

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Yara Temizligi ve Debridman

Yara temizligi:

* Yara cevresinden yuzey kontaminantlarinin ve
mikroorganizmalarin uzaklastiriimasi

* Kullanilan sivilar yarayi sterilize etmez
* Enfeksiyon suiphesi varsa antiseptik kullanilabilir

-Serum Fizyolojik

-Povidin iyodin

-lyodofor

-Sodyum hipoklorid sollisyonu
-Hidrojen peroksit

-Asetik asit

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Yara temizligi ve irrigasyon

Nemlendirme
SF, RL, steril su kullanilmall
Dusuk basincliirrigasyon yeterli (4-15 psi)

Bunun icin 18 G’lik brantl takilmis 35-50
ml’lik bir enjektor kullanilabilir

AMEUNE CLESMNEING & DESRICEMEZNT SYESTEM

Registered Nurses Association of Ontario (RNAO). Nursing Best Practice Guideline, assessment &
management of stage I to IV pressure ulcers, August 2002



Yara Temizligi ve Debridman

* Temel komponent 6lt doku ve biofilmin debridmani
* Potansiyel stimulator etkiler yapar

* OlU dokulardan tamamen arinana ve graniilasyon dokusu olusana
kadar strdurulmeli

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Debridman Yontemleri

Cerrahi (0zellikle enfekte ise)
Enzimatik (kollagenaz)
Otolitik

-Hidrojeller,hidrokolloidler,hidrofiberler
Mekanik

-Kuru gaz pansumanlari,islak-kuru gaz pansumanlari

Biyolojik (Maggot tedavisi)

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Maggot tedavisi

* Lucilia sericata sineginin steril hale getirilmis
larvalarinin kronik yaralarin tedavisinde
kullanilmasi “Maggot Tedavisi” olarak
isimlendirilmektedir

* Proteolitik enzimler (serin proteaz, aspartll
proteaz ve metalloproteaz) |

* Amonyum
* Antimikrobiyal aktivite

Kanit duzeyi C

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Enfeksiyon ve Biofilm

e Basi yarasinda mikrobiyal ylUk fazlaysa veya konagin immun sistemi

bozulmussa yara iyilesmesi gecikir
e Kontaminasyondan sistemik enfeksiyona kadar uzanabilen bir strec

* Yara enfeksiyonu zaman, mikroorganizma sayisi ve virulansi ile orantili

olarak artar



Figure 17.1: International Wound Infection Institute Wound Infection Continuum
(reproduced with permission)?14-16

BIOFILM

Local
Contamination Colonisation infection

€= ) o ) o =

No antimicrobials indicated Topical antimicrobials Systemic and topical
antimicrobials

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Enfeksiyon ve Biofilm

Enfekte basi yaralarinda izole edilen mikroorganizmalar degiskendir

* Retrospektif bir calismada;
Enterobacter spp (%29), Staphylococci (%28) ve E. faecalis (%16)

* Brezilya’da yapilmis bir calismada ise;
% 74 miks flora ( % 49 Enterobacter spp, 49% E. coli ve 10% S.aureus )

* Italya’dan bildirilen bir calismada ise;
En sik etkenler S.aureus , P. mirabilis ve P. aeruginosa

Heym B et. al. Spinal Cord, 2004; 42(4): 230-4.
Braga IA et.al. Braz J Infect Dis, 2017; 21(2): 171-5.
Tedeschi S et.al. Clin Microbiol Infect, 2017; 08.



Enfeksiyon ve Biofilm

 Biofilm olusturan bakteriler antikorlara, fagositik hiicrelere,

antibiyotiklere ve bazi antiseptiklere karsi direnci arttirir
* Kronik yaralarin yaklasik %60’inda bakteriyel biofilm mevcut

* Yara iyilesmesinde gecikmeye sebep olur



Lokal enfeksiyondan ne zaman stiphelenelim?

* Gecikmis iyilesme

e ki haftayl asan uygun tedaviye ragmen iyilesme belirtilerinin olmamasi
* Genis ve derin yaralar

* Nekrotik doku

* Kolay dagilan grantlasyon dokusu

* Yara yataginda cep ve kopru olusumu

e Artmis eksuda veya eksuda yapisinin degismesi

* Cevre dokuda is1 artisi

e Agri

e Kotu koku

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Biofilm varligindan ne zaman stiphelenelim?

* Uygun antibiyotige ragmen yaranin iyilesmemesi
* Antibiyotige yanitsizlik

* Eksuda artisi

* Granulasyon dokusunun zayif olmasi

e Hafif eritem ve kronik inflamasyon

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Enfeksiyonun yayilmasi

* Gecikmis iyilesme

 Yara sinirini asan eritem

* Yaranin parcalanmasi/ayrilmasi

* Endurasyon

* Krepitasyon, fluktuasyon, ciltte renk degisikligi
* Lenfanjit

 Halsizlik/letariji

» Konflizyon/deliryum/ anoreksi



Enfeksiyon, biofilm ve osteomiyelit tanisi

* Doku biyopsisi veya semi-kantitatif swab teknigi ile 6rnek alinmal

* Doku biyopsisi ve yuksek cozunurlukli mikroskopi ile biofilm varligi
degerlendirilir

 Acikta kalmis kemik varsa ve/veya kemik kaba veya yumusak olarak
hissediliyorsa, uygun tedaviyle yara iyilesmiyorsa osteomiyelit
distunulmeli



Kaltaru Nasil Alalim?

f
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Doku Ornegi Aspirasyon
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Enfeksiyon ve biofilm tedavisinde;

* Yara iyilesmesi icin optimal sartlar saglanmal

(nutrisyonel durum, komorbiditelerin kontroll, immunsipresyonun azaltiimasi,
kontaminasyonun onlenmesi, yara temizligi ve debridman)

* Topikal antiseptikler mikrobiyal yukin kontroll ve iyilesmenin

hizlandiriimasi icin kullanilabilir
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Enfeksiyon ve biofilm tedavisinde;

* Sistemik enfeksiyon varliginda;

e Basi yarasinda enfeksiyonun kontroll ve eradikasyonu icin sistemik
antibiyotik kullanilir

* Topikal antibiyotik kullanimi 6nerilmez

» Sadece debride edilmis yarada halen biyoyiik fazla ve/veya beta
hemolitik streptokok varliginda

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Nonhealing pressure ulcer managemeaent

Ulcer mot healimg despite local swwound care,
pressure relief, and nutriticnal support

+

Climical evidence of infection?

I
Local infection

i

I
Cellulitis/deep soft tissue infection
writh ar without sepsis

w

= Debridement with culture
and sensitivities

= Topical antiseptics

= Re-aevaluate 2 to 4 weeks

= Drebriderment with culbure and sensitivities

= ITmitiate empiric systemic antibiotics amnd
tailor o cultures and sensitivites results
ance available*

Mo

¥

Is there exposed bomae?
I I
I 1 I 1
eas i Yas Mo
= Augrmant wound carae Tl
at 2 to 4 weeks = Re-avaluate 2 to 4 weeks

I—I—l I—I—I

Healing Mo Healirng [ =
mprosermeasnt i improwserment

I=s there exposed bone? |

Re-evaluate ulcer

1
Healing Mo

| !

Perform MRI to evaluate for osteocmyelitis
I
I 1
MRI sugogestive Mo evidence
of ostecmyelitis osbaocmyelitis

b i +

= Bone biopsy for pathology
and microbiclogy

= Surgical debridement

= Start empiric antibicotics,
if not already on treatment <

*

| Results of bone biopsy = |
I
I 1
Mo ewvidence Confinms or suspiciows
of ostomyealitis for ostecmyelitis

b J W

= Evaluate need for additiconal
surgical debridement

m prolonged systemic antibicotics, tailored
to cultwure and sensitivity testing

m Evaluate for flap reconstruction

Re=-ewvaluate for
moninfectious causes and
augment wowurnd care T

= Stop antibictics nows
{or after completing
treatment of soft tissus
infection, if present)

= sugment wound care Tl

This algorithm reflects our approach to the ewvaluaticon and management of infected of

pressure-related ulcers.

Copyrights apply Infectious complications of pressure-induced skin and soft tissue injury - UpToDate



Yaraortuleri

* Yara yataginin uygun nemde ve yara cevresinin kuru
tutulmasini saglamasi amaclanir

* Yaranin ozelligine gére uygun yara ortlsu secilmeli



Ideal yara ortisu ?

Bakteri ve yabanci maddelerden korumal
Sicak ve nemli bir ortam olusturmali
Eksudayi absorbe etmeli

Toksik ve allerjik olmamali

Is1 ve sivi kaybini onlemeli

Cevre saglikli dokulara zarar vermemeli
Kompresyon saglamali

Kendi yapisi bozulmamali (tiftiklenme vb.)
Yapismaz olmall

Estetik olmali



Properties of topical

Type

Alginates,/CMMC™

agents and dressing materials

Actions

Absorb fluid.

Promote autolytic debridement.
Moisture control.
Conformability to wound bed.

Indications,/use

Moderate to high exuding wounds.
Special cavity presentations in the form
of rope or ribbon.

Combined presentation with silver for
antimicrobial activity.

Precautions /contraindications

Do not use on dry/necrotic wounds.
Use with caution on friable tissue (Mmay
cause bleeding).

Do not pack cawvity wounds tightly.

Absorb fluid.
Moisture control.
Conformability to wound bed.

Moderate to high exuding wounds.
Special cavity presentations in the form
of strips or ribbon.

Low-adherent versions awvailable for
patients with fragile skin.

Combined presentation with silver or
PHMB for antimicrobial activity.

Do not use on dry/necrotic wounds or
those with minimal exudate.

Rehydrate wound bed.
Promote autoclytic debridement.
Antimicrobial action.

Sloughy, low to moderate exuding
wounds.

Critically colonized wounds or clinical
signs of infection.

May cause "drawing”™ pain {osmotic
effect).
Known sensitivity.

Hydrocolloids

Absorb fluid.
Promote autclytic debridement.

Clean, low to moderate exuding
wounds.

Combined presentation with silver for
antimicrobial activity.

Do not use on dry/necrotic wounds or
high exuding wounds.

May encourage owvergranulation.

May cause maceration.

Hydrogels

Rehydrate wound bed.
Moisture control.

Promote autolytic debridement.
Cooling.

Dry/low to moderate exuding wounds.
Ccombined presentation with silver for
antimicrobial activity.

Do not use on highly exuding wounds
or where anasrobic infection is
suspected.

May cause maceration.

Antimicrobial action.

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

Do not use on dry necrotic tissue.
KNnown sensitivity to iodine.
Short-term use recommended {(risk of
systemic absorption).

Low-adherent vwound
contact layer (silicone)

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

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

May dry out if left in place for toc long.
KNnown sensitivity to s

Antimicrobial action.

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

May require secondary dressing.

use on dry/necrotic wounds.
sensitivity.

Odor control (g,
activated charcoal)

Odor absorption.

Malodorous wounds (due to excess
exudate).

May require antimicrobial if due to
increased bicburden.

use on dry wounds.

Protease modulating

Active or passive control of wound

protease levels.

Clean wounds that are not progressing
despite correction of underlying causes,
exclusion of infection, and optimal
wound care.

Do not use on dry wounds or those with
leathery eschar.

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. Also in paste form.

Some may cause discoloration.
KNnown sensitivity.

Discontinue after 2 weeks if no
improvement and reevaluate.

Polyurethane film

Moisture control.
Breathable bacterial barrier.

Transparent (allow wisualization of

wound).

Primary dressing over superficial low
exuding wounds.

Secondary dressing over alginate or
hydrogel for rehydration of wound bed.

Do not use on patients with
fragile/scompromised periwound skin.
Do not use on moderate to high
exuding wounds.

Other more advanced dressings {eg, collagen and bicengineered tissue products) may be considered for wounds that are hard to heall1]1,

CMC: carboxymethylcellulose; PHMB: polyhexamethylene biguanide.

#* wound dressings may contain alginates or CMC only;

Reference:

I. International Consensus. Acel

bt s woundsinternational.cor

Copyrights apply

: MoCard/

expert working group review.

alginates may also be combined with CcMC.

Wownds International 2010.

Available at

Besr Practice Guidelines: Wound Management in Diabetic Foor UNcers.

P ewwW. woundgsinternational.com




Film &rtd, transparan film

* En basit kapama, politretan yapida, yari
gecirgen, nem dengesi icin, koruyucu

-Temiz, eksudasiz, epitelizasyon bekleyen yaralarda
-Cerrahi kesi Uzerinde

-Diger Urunlerin Gzerine



Emici ortller

* Temel ortuler, orta ve cok miktardaki
eksudayl emmek icin kullanilir

-Hidrokolloidler
-Fiber/alginatlar
-Koépukler

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Hidrojeller

* Yarada nem dengesini saglar, otolitik debridmana yardimci
 Enfekte olmayan evre 1-2 basi yaralarinda tercih edilmeli

 Enfekte olmayan hafif eksudali evre Ill ve IV de




Hidrokolloid

e QOklUziv ortuler

* Cok az nem ve buhar degisimi saglar
Otolitik debridmana yardimci olurlar

* Enfekte olmayan evre 1-2 basi yaralarinda




Alginat

* Absorbsiyon 6zelligi yluksek
e Eksudasi fazla olan yaralarda, cerrahi sonrasinda, 6lu bosluklari doldurur

* Hidrasyon o6zellikleri yok

* Enfekte olmayan orta eksudali evre Ill ve IV de




Kopukler
e Absorbsiyon ozelligi yuksek

* Evre ll ve orta eksudali lezyonlarda
e Su gecirmez olan tipleri inkontinansta deriyi koruma 6zelligine sahip

* Yaraiyilesmesine yardimci




Biyolojik ortuler

Kollajen (iyilesmeyen basin¢ yaralanmalari)
Blyume faktoru

Kadavra deri hlcreleri

Hyaluronik asit

Enzimatik debridman icerikliler
Polisakkarid

Bal

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Kollajen

e Kaviteli lezyonlarda

* Her evredeki yarada

* Emicilik 6zellikleri orta ve yuksek dizeyde



Bal (Medical grade)

* Sporlu bakteri icerebilir

* Genis spektrumlu (ozmotik etki)
MRSA ve VRE
* Cilt kolonizasyonunu azaltir

* Yara iyilesmesini hizlandirir »
(Kanit glicti= C) —

Hastanin bala, ari Grinlerine ya da ari sokmasina karsi
asiri duyarh olup olmadigi?

Roberts AE, et al. J Antimicrob Chemother 2015;70:716-25

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



Negatif Basincl Yara Tedavisi (NBYT)

* Surekli veya aralikli
* Kontrolli sub-atmosferik basincla

* Siviicerikli materyalin uzaklastiriimasi

Schematic diagram of Negative Pressure Wound Therapy

Vacuum assisted closure

Topical negative pressure
Vacuum sealing technique
Sealed surface suction

Negative pressure therapy

Negative pressure wound therapy
Maurya S, Bhandari PS. Adv Wound Care 2016;5: 379 -389



NBYT

* Inflamasyonun diizenlenmesi
(6demin azaltilmasi)

* Hucre proliferasyonu
* Granulasyonun gelismesi
* Bakteriyel yukin azaltilmasi

Evre lll ve IV'de tedavinin erken doneminde
(Kanit Glicli= B)

Q a.’ ily
J >
f %w\ Pressure gradient results in wound deformation
Attered baclerial burden which stimulates tissue remodeling

-
e
— s -
-’

o .
=5 4 Collagen organization Increased blood flow

Migration of fibroblasts

-—tMg Stimulation

of granulation
tissue

Removal of interstitial fluid

Wang GQ, et al. BioMed Res Int 2016:7986234



Diger tedaviyontemleri

1) Trombositten zengin plazma:
lyilesmeyi destekler

(Kanit Giicli = B1; Oneri Giicl = &)

2)Trombositten elde edilen buyime faktoru:
Evre Il ve IV’te iyilesmeyi destekler

(Kanit Glicl = B1; Oneri Glcl = &)

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



3) Biyofizik yontemler

Table 21.1: Forms of biophysical agents

Category Biophysical Agents

Electromagnetic Spectrum Electrical stimulation (ES) Evre Ill ve IV (Kanit A)

Electromagnetic fields (EMF)

Pulsed radio frequency energy (PRFE)

Phototherapy: laser, infrared, ultraviolet, light emitting diode

Acoustic Non-contact low frequency ultrasound (NC-LFUS) KHz Evre lll ve IV (Kanit B)

Low frequency ultrasound (LFUS) KHz
High frequency ultrasound (HFUS) MHz Evre lll ve IV (Kanit B1)

Mechanical/ Kinetic Subatmospheric: negative pressure wound therapy, suction, tension EIVRITET-X\"; (I{anlt 31}

Kinetic: whirlpool, pulsatile lavage, vibration

Atmospheric: hyperbaric oxygen therapy topical oxygen

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019



4. Oksijen tedavisi

* Hiperbarik oksijen tedavisi 6nerilmiyor (Kanit dizeyi C)

* Topikal oksijen dnerilmiyor (Kanit diizeyi C)

European Pressure Ulcer Advisory Panel and National Pressure Ulcer Advisory Panel. Prevention and treatment of
pressure ulcers: quick reference guide. Washington DC: National Pressure Ulcer Advisory Panel; 2014



Cerrahi Tedavi

Altin standart fleple onarim

Cilt greftleri

Konvansiyonel yara bakimi

Vakum yardimli yara kapama tedavileri



SONUG;

Basi yaralarini

Onleyip tedavi

etmek icin BES
basit adim!




Bes adim!

Dogru ylzey: Deri izlemi:
Hasta diiz zeminde, Erken izlem Hastayi
dogru pozisyonda Erken tani hareket ettir
yatmalidir Erken tedavi

: eep your
Inspection: patients ncontinence/

Early moving. Moisture:
inspection Your patients

means early need to be
detection. clean and

Show dry.

ey

66

. patients and utrition/
Enkontinans/ Dizgin ; :afffslzlvfhat ,’ Hydration:
o« e 4 0 |00K TOr. .
nemi onle: beslenme Make sure :e'p pst'ents
. your patients Sids : *
Hizla temizle uygun ey right diet

and plenty
of fluids.

98 %9

ve kurut hidrasyon right support.




Sonuc

e Koruyucu hekimlik 6nemli bir yer tutar

* Multidisipliner bir yaklasimla en hizli sekilde tedavi sirecinin baslatilmasi

hastaligin progresyonunu onlemedeki en etkin yol
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