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ORIGINAL ARTICLE / ÖZGÜN ARAŞTIRMA MAKALESİ 

A General View of Emergency Psychiatric Consultations in a University Hospital 
Bir Üniversite Hastanesindeki Acil Psikiyatri KonsültasǇonlarına Genel Bakış  
Deŵeƚ Sağůaŵ AǇŬƵƚ1 , Filiz Civil Arslan1 ͕ Öǌgƺƌ TaƚůŦ2 , Evrim Özkorumak Karagüzel1 , Gamze Kutlu1 , Aykut 
Karahan1 , Ahmet Tiryaki3  
 
ABSTRACT 

Aim: Psychiatric patients form a significant rate of 
patients cared for by emergency hospitals. Studies have 
shown that 3-12% of those admitted in emergency services 
of general hospitals are psychiatric patients. 

The objective of this study is to research the 
sociodemographic characteristics and psychiatric diagnoses 
of psychiatric cases in the emergency service were consulted 
with psychiatry.  

Material and Methods: The records of all patients who 
were admitted to Karadeniz Technical University Hospital 
Emergency Service and whose psychiatric consultations 
were asked between the dates 31.10.2015 and 31.10.2016 
ǁeƌe aƐƐeƐƐed ƌeƚƌŽƐƉecƚŝǀeůǇ aŶd ƚhe ƉaƚŝeŶƚƐ͛ 
sociodemographic characteristics, the purposes for asking 
for consultation and their psychiatric diagnoses were 
reviewed.  

Results: Of the 171 patients included in the study, 93 
(54.4%) were female, while 78 (45.6%) were male. Average 
age of the patients was 35.6±15.5 and 128 (74.9%) were 
unemployed. 63 (36.9%) of the patients were consulted to 
the psychiatric department for suicide attempt, 21 (12.3%) 
for acute psychotic symptoms, 17 (9.9%) for anxiety 
symptoms, 16 (9.4%) for mania period symptoms, 13 (7.6%) 
for having thoughts of suicide, 12 (7%) for agitation and 12 
(7%) for side effects due to psychotropic drugs. 
Psychiatrically, 42 (24.6%) of the patients who were asked 
for consultation were assessed as depressive disorder, while 
19 (11.1%) were assessed with schizophrenia, 26 (15.2%) 
were assessed as alcohol and drug use disorder. 

Conclusion: In this study, the patients were consulted 
with psychiatry for suicide attempt the most, and the most 
frequently determined psychiatric diagnosis as a result of 
psychiatric assessment was depression.  

Keywords: Emergency psychiatry, psychiatric 
consultation, psychiatric diagnosis, suicide attempt. 
 

ÖZ 

Amaç: PƐŝŬŝǇaƚƌŝŬ haƐƚaůaƌ͕ acŝů ƐeƌǀŝƐůeƌ ƚaƌafŦŶdaŶ baŬŦŵ 
ǀeƌŝůeŶ haƐƚaůaƌŦŶ ƂŶeŵůŝ bŝƌ ŽƌaŶŦŶŦ ŽůƵƔƚƵƌŵaŬƚadŦƌůaƌ͘ 
NŝƚeŬŝŵ çaůŦƔŵaůaƌda geŶeů haƐƚaŶeůeƌŝŶ acŝů ƐeƌǀŝƐůeƌŝŶe 
baƔǀƵƌƵůaƌŦŶ йϯ-ϭϮ͛ƐŝŶŝŶ ƉƐŝŬŝǇaƚƌŝŬ baƔǀƵƌƵůaƌ ŽůdƵğƵ 
gƂƐƚeƌŝůŵŝƔƚŝƌ͘ 
BƵ çaůŦƔŵada bŝƌ ƺŶŝǀeƌƐŝƚe haƐƚaŶeƐŝŶde acŝů ƐeƌǀŝƐe 
baƔǀƵƌaŶ ƉƐŝŬŝǇaƚƌŝŬ ŽůgƵůaƌŦŶ geƌŝǇe dƂŶƺŬ ŽůaƌaŬ 
soƐǇŽdeŵŽgƌafŝŬ ƂǌeůůŝŬůeƌŝ ǀe ƉƐŝŬŝǇaƚƌŝŬ ƚaŶŦůaƌŦŶŦŶ 
aƌaƔƚŦƌŦůŵaƐŦ aŵaçůaŶŵŦƔƚŦƌ͘ 

Gereç ve Yöntemler: KaƌadeŶŝǌ TeŬŶŝŬ ÜŶŝǀeƌƐŝƚeƐŝ TŦƉ 
Fakültesi Hastanesi Acil Servisine 31.10.2015-31.10.2016 
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psikiyatrŝŬ ŬŽŶƐƺůƚaƐǇŽŶ ŝƐƚeŶeŶ ƚƺŵ haƐƚaůaƌŦŶ ŬaǇŦƚůaƌŦ 
geƌŝǇe dƂŶƺŬ ŽůaƌaŬ değeƌůeŶdŝƌŝůeƌeŬ ƐŽƐǇŽdeŵŽgƌafŝŬ 
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Bulgular: ÇaůŦƔŵaǇa aůŦŶaŶ ϭϳϭ haƐƚaŶŦŶ ϵϯ͛ƺ ;йϱϰ͘ϰͿ 
ŬadŦŶ͕ ϳϴ͛ŝ ;йϰϱ͘ϲͿ eƌŬeŬƚŝƌ͘ HaƐƚaůaƌŦŶ ǇaƔ ŽƌƚaůaŵaƐŦ 
ϯϱ͘ϲцϭϱ͘ϱ ŽůƵƉ ϭϮϴ͛ŝ ;%74.9) ŝƔƐŝǌdŝƌ͘ HaƐƚaůaƌŦŶ ϲϯ͛ƺ ;йϯϲ͘ϵͿ 
ŝŶƚŝhaƌ gŝƌŝƔŝŵŝ ŝůe͕ Ϯϭ͛ŝ ;йϭϮ͘ϯͿ aŬƵƚ ƉƐŝŬŽƚŝŬ beůŝƌƚŝůeƌůe͕ ϭϳ͛Ɛŝ 
;йϵ͘ϵͿ aŶŬƐŝǇeƚe beůŝƌƚŝůeƌŝ ŝůe͕ ϭϲ͛ƐŦ ;йϵ͘ϰͿ ŵaŶŝ dƂŶeŵŝ 
beůŝƌƚŝůeƌŝ ŝůe͕ ϭϯ͛ƺ ;йϳ͘ϲͿ ŝŶƚŝhaƌ dƺƔƺŶceůeƌŝŶŝŶ ŽůŵaƐŦ 
ŶedeŶŝ ŝůe͕ ϭϮ͛Ɛŝ ;йϳͿ aũŝƚaƐǇŽŶ ŶedeŶŝ ŝůe͕ ϭϮ͛Ɛŝ ;йϳͿ 
ƉƐŝŬŽƚƌŽƉ ŝůaçůaƌa bağůŦ ǇaŶ eƚŬŝůeƌ ŝůe ƉƐŝŬŝǇaƚƌŝ bƂůƺŵƺŶe 
ŬŽŶƐƺůƚe edŝůŵŝƔƚŝƌ͘ PƐŝŬŝǇaƚƌŝŬ açŦdaŶ ŬŽŶƐƺůƚaƐǇŽŶ ŝƐƚeŶeŶ 
haƐƚaůaƌŦŶ ϰϮ͛Ɛŝ ;йϮϰ͘ϲͿ deƉƌeƐŝf bŽǌƵŬůƵŬ͕ ϭϵ͛Ƶ ;йϭϭ͘ϭͿ 
ƔŝǌŽfƌeŶŝ͕ Ϯϭ͛ŝ ;йϭϮ͘ϯͿ bŝƉŽůaƌ bŽǌƵŬůƵŬ͕ Ϯϲ͛ƐŦ ;йϭϱ͘ϮͿ aůŬŽů ǀe 
ŵadde ŬƵůůaŶŦŵ bŽǌƵŬůƵğƵ ŽůaƌaŬ değeƌůeŶdŝƌŝůŵŝƔƚŝƌ͘ 

Sonuç: BƵ çaůŦƔŵada acŝů ƐeƌǀŝƐ ƚaƌafŦŶdaŶ ƉƐŝŬŝǇaƚƌŝŬ 
ŬŽŶƐƺůƚaƐǇŽŶ ŝƐƚeŶeŶ haƐƚaůaƌŦŶ eŶ ƐŦŬ ŝŶƚŝhaƌ gŝƌŝƔŝŵŝ ŶedeŶŝ 
ile pƐŝŬŝǇaƚƌŝǇe ŬŽŶƐƺůƚe edŝůdŝğŝ͕ ƉƐŝŬŝǇaƚƌŝŬ değeƌůeŶdŝƌŵe 
ƐŽŶƵcƵŶda eŶ ƐŦŬ beůŝƌůeŶeŶ ƉƐŝŬŝǇaƚƌŝŬ ƚaŶŦŶŦŶ deƉƌeƐǇŽŶ 
ŽůdƵğƵ ƚeƐƉŝƚ edŝůŵŝƔƚŝƌ͘ 

Anahtar Kelimeler: Acil psikiyatri, psikiyatrik 
ŬŽŶƐƺůƚaƐǇŽŶ͕ ƉƐŝŬŝǇaƚƌŝŬ ƚaŶŦ͕ ŝŶƚŝhaƌ gŝƌŝƔŝŵŝ͘ 

  

mailto:demetsaglam@hotmail.com
https://orcid.org/0000-0002-8432-3290
https://orcid.org/0000-0002-5837-0691
https://orcid.org/0000-0003-0263-7630
https://orcid.org/0000-0002-0734-5437
https://orcid.org/0000-0001-8764-6995
https://orcid.org/0000-0001-7028-9362
https://orcid.org/0000-0001-8923-6869


Emergency Psychiatric Consultations General View                                                         Aykut et al. 

Anatolian J Emerg Med 2020;3(3); 66-70 67 

Introduction 
Psychiatric diseases represent a significant proportion of 
patients receiving care in emergency departments (1, 2). 
Studies show that 3-12% of presentations to general hospital 
emergency departments are psychiatric (3, 4). Psychiatric 
emergencies may derive from several chronic mental 
diseases, psychosocial stress factors and adverse life events, 
and can also develop following intoxications, substance use, 
drug side-effects and drug interactions (5).  
Some psychiatric patients presenting to emergency 
departments do so with explicit behavioral symptoms 
(attempted suicide, etc.), while others may present with 
non-behavioral problems (chest pain, etc.).  Somatoform 
disorders particularly including conversion disorder (35-
47%), anxiety disorders (12-15.9%) and psychotic disorders 
(17-24.5%) are common diagnoses in numerous studies of 
emergency psychiatric presentations (6). In addition, 
previous studies have described the difficulty of evaluating 
psychiatric diseases that are synchronous with physical 
symptoms (1, 7, 8, 9). 
 Social and demographic information is a determining factor 
in the planning of services for individuals seeking psychiatric 
assistance and plays an important role in planning, 
developing and accessing psychiatric services. 
Epidemiological studies can be useful in eliciting clues 
concerning the etiology and pathogenesis of psychiatric 
diseases and identifying risk groups. Psychiatric 
epidemiology studies performed in Turkey have reported 
that the principal risk factors for psychiatric disorders are 
associated with sex, age, marital status, socioeconomic level 
and level of education (10). The skills of the physicians 
working in the emergency department can also affect the 
assessment of psychiatric cases. Indeed, emergency 
physicians are able to refer psychiatric cases with low 
severity to centers providing outpatient services without 
waiting for consultations (11). 
The purpose of this study was to retrospectively investigate 
sociodemographic characteristics, symptoms leading to 
referral for psychiatric examination and psychiatric 
diagnoses among psychiatric cases presenting to a university 
hospital emergency department and thought to require 
psychiatric consultation, through an assessment of requests 
for psychiatric consultations by the emergency department. 
 
Material and Methods 
The records of all patients presenting to the Karadeniz 
Technical University Medical Faculty emergency medicine 
department over a 1-year period from 31.10.2015 to 
31.10.2016 and for whom psychiatric consultations were 
requested by that department were examined 
retrospectively. Of the 84,804 patient presentations 
between the dates in question, 1592 were for psychiatric 
reasons, and psychiatric consultations were requested for 

ϭϳϭ Žf ƚheƐe͘ PaƚieŶƚƐ͛ ƐŽciŽdeŵŽgƌaƉhic daƚa ǁeƌe 
obtained from the information in medical records using a 
structured form. The emergency presentation symptoms of 
patients for whom psychiatric consultations were requested 
and diagnoses based on DSM-V following assessment by a 
psychiatrist were reviewed using the information in the 
medical records. Written permission for the study wa 
obtained from the Karadeniz Technical University Medical 
FacƵlƚǇ Faƌabi HŽƐƉiƚal Chief PhǇƐiciaŶ͛Ɛ Office͕ aŶd aƉƉƌŽǀal 
was granted by the ethical committee (Date:2017- Approval 
No:232). 

Statistical analysis:  
Data analysis was performed on SPSS 23.0 software. 
Descriptive statistics were expressed as number and 
percentage for categoric variables. Numerical variables were 
expressed by conversion in categoric form.  
 
Results 
The emergency department received 84,804 presentations 
during the study period, 1592 (1.9%) of which were assessed 
as psychiatric cases. Psychiatric consultations were 
requested for 171 (10.7%) of the 1592 cases assessed as 
psychiatric. Ninety-three (54.4%) of the 171 patients 
involving psychiatric department consultation were women 
and 78 (45.6%) were men. Ninety (52.6%) patients were 
married, 81 (47.4%) were single. Fifty (53.8%) of the women 
in the study were married, 43 (46.2%) were single. Forty 
(51.3%) of the men in the study were married, 38 (48.7%) 
were single. Women comprised 55.6% of all the married 
subjects, and men 44.4%. Fifty percent of the single subjects 
were women and 50% were men. The mean age of the 
patient was 35.6±15.5 years. One hundred twenty-eight 
;ϳϰ͘ϵйͿ Žf ƚhe ƉaƚieŶƚƐ eŶƌŽlled ǁeƌe ƵŶeŵƉlŽǇed͘ PaƚieŶƚƐ͛ 
sociodemographic data are shown in Table 1. Forty-eight 
(28.1%) patients were aged 18-24, 49 (28.7%) were aged 25-
34, 37 (21.6%) were aged 35-44 and 37 (21.6%) were 45 or 
over (Table 1). Following psychiatric evaluation, 55% (n= 94) 
of patients were referred to the psychiatry clinic and 45% (n= 
77) were admitted to the psychiatric ward. Consultations 
with the psychiatric department involved 63 (36.9%) 
patients after attempted suicide, 21 (12.3%) with acute 
psychotic symptoms, 17 (9.9%) with anxiety symptoms, 16 
(9.4%) with manic period symptoms, 13 (7.6%) with suicidal 
ideation, 12 (7.0%) with agitation and 12 (7.0%) with side-
effects associated with psychotropic drugs. Forty-two 
(24.6%) of the cases for whom psychiatric consultation was 
requested were assessed as depressive disorder, 42 (24.6%) 
as having personality pattern disorders (exhibiting clinical 
characteristics of antisocial and borderline personality 
disorder), 19 (11.1%) as schizophrenia, 21 (12.3%) as bipolar 
disorder, and 26 (15.2%) as alcohol and substance use 
disorder. Causes of presentation to the emergency 
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department and suspected psychiatric diagnoses are shown 

in Table 2.  

Forty-four (69.8%) of the patients receiving psychiatric 

consultation due to attempted suicide in this study were 

women, while 19 (30.2%) were men. Twenty-one (33.3%) of 

patients presenting due to attempted suicide were 

diagnosed with depression. Thirty-six (57.1 %) of patients 

presenting due to attempted suicide were diagnosed with 

personality traits (Table 3). 

                                                             %, n 

Gender 
Female                                           54.4 (n=93) 

Male                                               45.6 (n=78) 

Age (years)                           35.6±15.5 

Marital status 
Married                                          52.6 (n=90) 

Single                                            47.4 (n=81) 

Educational status 
Not literate                                      6.4 (n=11) 

Literate                                            2.9 (n=5) 

Primary school graduate               33.9 (n=58) 

Secondary school graduate          11.7 (n=20) 

High school graduate                    34.5 (n=59) 

University graduate                       10.5 (n=18) 

Employment status 
Unemployed                                  74.9 (n=128) 

Employed                                      25.1 (n=43) 

Table 1. Sociodemographic characteristics              

 
Discussion 
In this study, 1.9% of all patients presenting to the 

emergency department over a 1-year period were evaluated 

as psychiatric cases, and psychiatric consultation was 

requested for 10.7% of these. Following psychiatric 

evaluation, 55% (n= 94) of patients were referred to the 

psychiatry clinic and 45% (n= 77) were admitted to the 

psychiatric ward. Levels of psychiatric presentations to the 

emergency departments of general hospitals of 3-12% have 

been reported in the literature (3, 4). The level of psychiatric 

cases presenting to the emergency clinic was lower, at 1.9%, 

than the levels reported in the previous literature. This may 

be due to to the study being performed at a university 

hospital providing tertiary health services, for which reason 

patients were referred after being sifted at previous stages.  

Psychiatric consultations were requested for 10.7% of all 

cases assessed as psychiatric. Previous studies have reported 

that emergency physicians being able to identify low severity 

cases not requiring psychiatric consultation and to refer 

these to psychiatric centers providing outpatient services 

can reduce the waiting time for psychiatric consultation in 

presenting cases and can prevent overcrowding in the 

emergency environment (11, 12, 13). This study was 

performed in a university hospital, and specialist emergency 

phǇsicians are in charge of ƚhe hospiƚal͛s emergencǇ 
department. Specialists may have greater skills in the 

evaluation of psychiatric case presentations and may have 

requested psychiatric consultation only when this was 

regarded as necessary. This may account for the low level of 

psychiatric consultations in this study.   
 n, (%) 

18-24 

 

25-34 

 

35-44 

 

45 years and older 

48 (%28.1) 

 

49 (%28.7) 

 

37 (%21.6) 

 

37 (%21.6) 

Total  171 (%100) 

Table 2. Age groups 

 

In terms of gender, 93 patients (54.4%) were female and 78 

(45.6%) male. One recent study from Turkey reported a 

preponderance of women among emergency presentations 

(6). In another study, 81.8% of patients presenting to the 

emergency department due to a critical life event were 

women and 18.2% were men, findings similar to those of our 

study (14). Married subjects comprised 52.6% of the 

patients. Fifty women (53.8%) and 40 men (51.3%) were 

married. Married subjects making more frequent emergency 

psychiatric presentations than single subjects may indicate 

that intrafamilial communication problems, relationship 

problems and socioeconomic problems trigger the 

emergence of psychological problems. In addition, 128 

(74.9%) of patients were unemployed. In the light of these 

findings, it is possible that unemployment may have an 

adǀerse impacƚ on indiǀidƵals͛ menƚal healƚh and maǇ also 
lead to an increase in emergency presentations. 

High school graduates comprised 34.5% of patients for 

whom psychiatric consultations were requested by the 

emergency department. These data are understandable for 

the emergency department of a university hospital serving a 

population that includes university students. Indeed, 

examination of the general age distribution shows that age 

groups making most presentations and for which 

consultations were requested were the 18-24 and 25-34 age 

groups, which also included the university population.  

On the basis of our findings, psychiatric consultation was 

most requested by the emergency department for cases 

presenting after attempted suicide (36.9%, n= 63). Another 

recent study from Turkey reported emergency department 

presentations due to attempted suicide at a level of 22% (6). 

Another study reported a 15% level of presentation to 

emergency departments due to suicidal ideation (15). Forty-

four (69.8%) of the patients receiving psychiatric 

consultation due to attempted suicide in this study were 

women, while 19 (30.2%) were men. In support of the 

findings of this study, previous studies concerning suicide 

have reported a female/male ratio of 1.7 (16) and show that 

attempted suicide is more common in women (87%) (17). 
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Reason for admittance                                                               %, n 
Suicide attempt                                                                  36.9 (n=63) 
Acute psychotic symptoms                                                 12.3 (n=21) 
Mania period symptoms                                                       9.4 (n=16) 
Thoughts of suicide                                                               7.6 (n=13) 
Anxiety symptoms                                                                 9.9 (n=17) 
Drug side effect                                                                      7.0 (n=12) 
Fatigue/intoxication                                                              4.7 (n=8) 
Depressive symptoms                                                           2.3 (n=4) 
Conversion symptoms                                                          2.3 (n=4) 
Agitation                                                                                 7.0 (n=12) 
Dissociative symptoms                                                         0.6 (n=1) 
 
Psychiatric Diagnoses                                                                 %, n 
Schizophrenia                                                                       11.1 (n=19) 
Depressive Disorder                                                            24.6 (n=42) 
Bipolar Disorder                                                                   12.3 (n=21) 
Alcohol use disorder                                                              7 (n=12) 
Drug use disorder                                                                  8.2 (n=14) 
Personality traits                                                                  24.6 (n=42) 
Panic disorder                                                                         1.8 (n=3) 
Obsessive Compulsive Disorder                                           2.9 (n=5) 
Psychotic Disorder                                                                  9.4 (n=16) 
Dementia                                                                                  1.2 (n=2) 
Generalized Anxiety Disorder                                               5.3 (n=9)  
Delirium                                                                                    2.9 (n=5) 
Conversion Disorder                                                               4.1 (n=7) 
Schizoaffective disorder                                                         0.6 (n=1) 
Neuroleptic malignant syndrome                                         2.9 (n=5) 
No psychiatric diagnosis                                                         0.6 (n=1)                         
Table 3. Reason for admittance and diagnosis of the patients 

 
The most common psychiatric diagnoses of patients 
presenting to the emergency department following 
evaluation consultations requested by the emergency 
department were depression (24.6%, n= 42) and bipolar 
disorder (12.3%, n=21). In support of this finding, one 
previous study performed in the USA reported that mood 
disorders were the most common diagnosis, at 66%, in 
patients presenting to the emergency department, while 
other studies have reported levels of 44-66% for mood 
disorders (11). One study from Turkey reported an incidence 
of 36% for mood disorder among patients presenting to the 
emergency department (6). Women constituted 28 (66.7%) 
of the patients diagnosed with depression and men 14 
(33.3%). Another study from Turkey reported that 70.9% of 
depressive patients presenting to the emergency 
department were women (6). Twenty-one (50%) of the 42 
patients diagnosed with depression presented to the 
emergency department due to attempted suicide. In 
addition, 33.3% (n= 21) of patients presenting due to 
attempted suicide were diagnosed with depression. Mood 
disorders are a significant risk factor for suicide, and studies 
have reported that depressive episodes are the most 
common diagnosis in deaths by suicide (18). According to 

our study findings, similar levels of patients diagnosed with 
depression and of patients exhibiting antisocial and/or 
borderline personality symptoms were present among 
subjects for whom psychiatric consultation was requested 
by the emergency department. Reasons for presentation to 
the emergency department were attempted suicide in 57.1% 
(n= 36) of patients assessed as having personality pattern 
disorders (exhibiting clinical characteristics of antisocial and 
borderline personality disorder) following psychiatric 
evaluation. Previous studies have reported that personality 
disorders are associated with an increased risk of suicide. 
The lifetime risk of suicide in individuals with personality 
disorder is 3-9%, a figure 7 times greater than in the general 
population (19). 

Suicide attempt                                                      n, (%) 

 
Personality traits                                                 36 (%57.1) 

 
Depression                                                            21 (%33.3) 

 
Others                                                                      6 (%9.6)                                

 
Total                                                                        63 (%100) 
Table 4. Depression and personality traits in suicide attempters 

 

Schizophrenia, schizoaffective disorder and psychotic 
disorder spectrum diagnoses were considered in 21.1% of 
patients for whom psychiatric consultation was requested by 
the emergency department. One of the most common 
diagnoses in patients presenting to emergency departments 
are reported to be psychotic disorders (17-24.5%), and our 
study findings are compatible with those of previous studies 
in terms of such disorders (4, 6). In addition, one study from 
the USA reported that the most common diagnoses among 
patients presenting to the emergency department were 
schizophrenia (39%) followed by depressive mood (13.5%) 
and suicidal ideation (12.1%) (20). 
In this study, 10% (n=17) of cases for which psychiatric 
consultation were requested by the emergency department 
were evaluated as anxiety disorders, 4.1% (n=7) as 
conversion disorder, and 15.2% (n=26) as alcohol and 
substance use disorder. Two studies from Turkey concerning 
patients reporting to emergency departments for psychiatric 
reasons reported alcohol and substance use disorder levels 
of 26.3% (21) and 27.3% (6), while a study from the USA 
reported a figure of 26% (11). The lower level of alcohol and 
substance use at psychiatric consultations in this study 
compared to the previous literature may be attributed to the 
toxicological competence of the specialist emergency 
physicians in the clinic where the study was performed. 

 
Limitations 
One of the limitations of this study is that it is a retrospective 
study and that data are based on file information. In 
addition, the fact that the data is obtained from a university 
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hospital serving the youth community is another limitation 
of the study. It will not be possible to generalize the results 
of the study, which includes the data of a short period of one 
year, to the whole population of psychiatric patients who are 
urgent. 

 
Conclusion 
In the light of our study findings, patients presenting to the 
emergency department for psychiatric reasons most 
commonly share risks and require assistance for attempted 
suicide and depression. In that context, we would suggest 
that education programs that can be planned for emergency 
departments in terms of the management of such difficult 
cases involving possible mortality can increase the quality of 
the services provided and contribute to the competences of 
emergency physicians. 
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ORIGINAL ARTICLE / ÖZGÜN ARAŞTIRMA MAKALESİ 

Association Between Type of Fracture and Mortality Rate in Hip and Femur Fractures 
Kalça ǀe FemƵƌ Kıƌıklaƌında Kıƌık TiƉi ile MŽƌƚaliƚe İliƔkiƐi 
Çağƌı Kokkoz1 , Aƌife EƌdŽğaŶ2 , Funda Karbek Akarca3  

 
ABSTRACT 

Aim: This study included patients who presented to the 

emergency department with hip and femur fractures. By 

investigating which fracture type carried the highest risk for 

mortality, we aimed to provide a basis for surgeons to help 

them prioritize patients.  
Material and Methods: This was a single-center 

retrospective study. A total of 336 patients who presented 

to the emergency department with traumatic, isolated hip 

or femur fractures were included. The same surgical team 

operated all patients within four days. The fractures were 

categorized according to the fracture types. Patients were 

followed up about mortality during 28 days.  
Results: A total of 336 patients were included in the 

study, and 51 patients died in 28 days follow-up. Patients 

were divided into three groups according to their ages as 18-

44, 45-64, and > 64. There was no significant difference 

between the fracture types and mortality according to age 

groups. When the patients included in the study were 

evaluated as a single group, intertrochanteric fracture types 

were significantly related to mortality (p<0.010).  
Discussion: In this study, mortality rates were found to 

be higher in patients with intertrochanteric fractures among 

all patients.  

Keywords: Fracture, mortality, hip, femur, emergency 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

ÖZ  
Amaç: BƵ çaůıƔŵaǇa aciů ƐeƌǀiƐe Ŭaůça ǀe feŵƵƌ Ŭıƌığı 

ƔiŬaǇeƚi ŽůaŶ haƐƚaůaƌ dahiů ediůdi͘ HaŶgi ŬıƌıŬ ƚiƉiŶiŶ ŵŽƌƚaůiƚe 
içiŶ eŶ ǇƺŬƐeŬ ƌiƐŬi ƚaƔıdığıŶı aƌaƔƚıƌaƌaŬ͕ ceƌƌahůaƌıŶ haƐƚaůaƌı 
ƂŶceůiŬůeŶdiƌŵeůeƌiŶe Ǉaƌdıŵcı Žůŵaůaƌı içiŶ biƌ ƚeŵeů 
ŽůƵƔƚƵƌŵaǇı aŵaçůadıŬ͘  

Gereç ve Yöntemler: Bu tek merkezli retrospektif bir 

çaůıƔŵaǇdı͘ Aciů ƐeƌǀiƐe ƚƌaǀŵaƚiŬ͕ iǌŽůe Ŭaůça ǀeǇa feŵƵƌ 
Ŭıƌığı ƔiŬaǇeƚi iůe baƔǀƵƌaŶ ϯϯϲ haƐƚa dahiů ediůdi͘ Tƺŵ 
haƐƚaůaƌ aǇŶı ceƌƌahi eŬiƉ ƚaƌafıŶdaŶ ϰ gƺŶ içiŶde aŵeůiǇaƚ 
ediůdi͘ KıƌıŬůaƌ ŬıƌıŬ tiplerine göre kategorize edildi. Hastalar 
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Introduction 
Although hip and thigh fractures are the most common 

fractures requiring hospitalization in the elderly, it is a 

significant cause of mortality and morbidity. Also, age and 

gender are important predisposing factors for hip and thigh 

fractures (1-2). 

These fractures are often associated with low mineral 

density in the bone and are caused by small energy trauma 

(3). Also, the incidence of hip fracture and dislocation due to 

high-energy trauma has been increasing in the younger 

population. Hip fractures are linked with higher mortality 

and high economic costs. Most research on the associations 

between fracture and mortality has focused on death after 

hip fracture in patients (4). In-hospital mortality has been 

associated with the type of fracture sustained, and the 

treatments received (5). Previous studies have 

demonstrated that surgical delay increased postoperative 

mortality rates due to more extended periods of 

immobilization and inflammation (6-7). Patients who were 

operated within 1 or 2 days of injury were found to have 

lower mortality rates compared to those who were more 

than two days late in surgery (8-11).  A shorter duration 

between injury and was associated with lower mortality 

rates (12). Operative delays are common in trauma centers 

with high volumes of patients (13). 

Lower levels of hemoglobin in older patients are associated 

with increased short-term morbidity and surgical mortality 

(14-15). Some studies examined hemoglobin levels as a 

predictor of postoperative morbidity, mortality, and 

recovery of the functional status of prefracture in the elderly 

with hip fractures.  

Because of its critical role in bone structure and metabolic 

bone balance (16-17), calcium has strong preventive effects 

on fractures. Serum calcium level shows 

some variations in different fracture healing phase times, 

and serum calcium level 

alterations may reflect calcium transport, reservation, meta

bolism, and restoration capabilities. Thus, 

we were also looking into the correlation between clinical 

outcome and serum calcium and hemoglobin levels in our 

study. 

In this study, we aimed to establish the relationship between 

the form of fracture and mortality in patients with hip or 

femur fracture. According to this relation, we will be able to 

provide a basis to help surgeons prioritize patients on the 

surgical waiting list according to the fracture type. 

 
Material and Methods 
Study setting and population 
Our study is a single center retrospective study. A total of 

336 patients who presented traumatic, isolated hip or femur 

fractures to the emergency department between 1 January 

2013 and 31 June 2015 and who met the inclusion criteria 

have been included. The fractures were categorized as 

transcervical, intertrochanteric, subtrochanteric, femoral 

shaft, and distal femoral fractures. Patients are divided into 

three groups as 18-44, 45-64, and >64 aged people. The 

relationship between fracture type and mortality was 

researched for each group.  

The first 28 days after application, patients included in the 

study were followed for mortality. The same surgical team 

operated all patients included within four days of presenting 

to the emergency department. Although they had surgery 

within the first four days, they had operated on different 

days. At the time of admission, blood samples were collected 

and measured by using the automatic biochemical analyzer. 

The relationship between operating days and mortality was 

investigated. Patients younger than 18 years of age and 

patients with multiple fractures, multi-trauma, pathological 

fractures, pregnancy, chronic kidney disease, chronic liver 

disease, heart failure, or active malignancy were excluded. 

The study has received review and approval from Izmir Katip 

Celebi University, Non-interventional Clinical Studies 

Institutional Review Board (The approval number: 235 and 

approval date: June 20th, 2018) 

Statistical analysis 
All statistical analyses were carried out using the Statistical 

Package for Social Sciences (SPSS) ver 25.0 software (IBM 

Corporation, Armonk, New York, United States). The normal 

distribution of numerical data was assessed using the 

Shapiro Wilk test. The Mann-Whitney U test was used in 

comparing two independent groups according to 

quantitative results, to get results with Monte Carlo. 

Comparing categorical variables with each other, the Fisher-

Freeman Holton test was tested with the Monte Carlo 

Simulation technique with Fisher Exact results, and the 

column ratios compared with each other and expressed 

according to the Benjaminini-Hochbergcorrected p-values. 

(Rewrite the sentence) The quantitative variables were 

shown as median (Minimum / Maximum) on the tables and 

n (%) as categorical variables. Variables were tested at a 

confidence level of 95 % and p<0.05 was found statistically 

significant. 

 
Results 
The study included a total of 336 patients, and 51 of them 

died within 28 days of application. The study included a 

minimum age of 18 years and a maximum age of 107 years. 

The age-related mortality was found to be significant. 

Patients were separated into three groups according to their 

ages as 18-44, 45-64, and> 64. 114 people in the 18-44 age 

group, 72 people in the 45-64 age group, and 150 people in 

the > 64 age group. 

When the patients included in the study were evaluated as a 

single group, 25.5% of the 97 patients with transcervical 

fractures were dead. 52.9% of 117 patients with 
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intertrochanteric fractures died and 9.8% of the 24 patients 
with subtrochanteric fractures died. Besides that 5% of 69 
patients with femoral shaft fractures died and 3.4% of the 29 
patients with distal femur fractures died. After 28 days of 
follow-up, intertrochanteric fracture types were found to be 
significantly associated with mortality (p <0.010).  
All patients underwent surgery at different times during the 
first 4-day period following the application. Forty-eight 
patients were operated on day 1, 102 patients were on day 
2, 124 patients were on day 3, 62 patients were operated on 
day 4. No significant difference was found between 
operating days and mortality (Table 1). When we compared 
the fracture types by age groups, we could not find a 
significant difference in mortality of the fracture types 
(p>0.05) (Table 2).  
 

  Survivor Non-survivor Total 
P Value 

   (n=285) (n=51) (N=336) 

    
Median 
(Min/ Max) 

Median (Min 
/ Max) 

Median 
(Min/ Max)   

Age 55 (18 / 95) 80 (24 / 107) 62  (18 / 
107) <0,001  

    n (%) n (%) n (%)   
Age         

  18-44 113 (39,6) 1 (2,0) 114 (33,9)  
  45-64 65 (22,8) 7 (13,7) 72 (21,4)   
  64< 107 (37,5) 43 (84,3)  150 (44,6)  <0,001 
           
            

Gender         
  Male 163 (57,2) 34 (66,7) 197 (58,6) 0,221  
  Female 122 (42,8) 17 (33,3) 139 (41,4)   
            

FractureType         
  Transcervikal 84 (29,5) 13 (25,5) 97 (28,9)  
  Intertrochanteric 90 (31,6) 27 (52,9)  117 (34,8)  0,010 
  Subtrochanteric 19 (6,7) 5 (9,8) 24 (7,1)   
  Femurshaft 64 (22,5)  5 (9,8) 69 (20,5)   
  Femurdistal 28 (9,8) 1 (2,0) 29 (8,6)   

SurgeryDay         

  1 36 (12,6) 12 (23,5) 48 (14,3) 0,145  
  2 85 (29,8) 17 (33,3) 102 (30,4)   
  3 108 (37,9) 16 (31,4) 124 (36,9)   
  4 56 (19,6) 6 (11,8) 62 (18,5)   

Table.1 Demographic data, fracture type and mortality, surgery time and 
mortality 

 
Additionally, we investigated the serum calcium and 
hemoglobin levels of patients. The mean hemoglobin level 
was 12.1±2.1 g/dL and 11±2.1 g/dL in the survivor and non-
survivor groups, respectively. The statistically significant 
difference in mean hemoglobin rates was observed between 
the survivor and the non-survivor groups (p<0.001). The 
mean calcium level was 9.2±0.9 mg/dL in survivors and 
8.9±0.7 mg/dL in non-survivors. As in hemoglobin levels, a 
statistically significant difference between the mean calcium 
levels of the two groups was observed (p=0.045).  
 
 

Discussion 
In this research, we aimed to establish the relationship 
between fracture type and mortality in patients presenting 
with hip or femur fracture at the emergency department and 
to provide a basis for surgeons to help them prioritize 
patients according to the risk of mortality determined by the 
fracture type. Previous studies focused mainly on topics such 
as the association between hip fracture and mortality, 
factors affecting mortality in patients with hip fractures, and 
the link between mortality and timing of surgery in patients 
with hip fractures. However, when you search the literature, 
studies about the relationship between fracture type and 
mortality are rare. 
 

  

18-44 years 45-64 years 64< years 

Survivor Non-
survivor Survivor Non-

survivor Survivor Non-
survivor 

n (%) n (%) n (%) n (%) n (%) n (%) 

FractureType             
Transcervical 27 

(23,9) 0 (0,0) 24 (36,9) 2 (28,6) 33 (30,8) 11 (25,6) 

Intertrochante
ric 

15 
(13,3) 0 (0,0) 22 (33,8) 1 (14,3) 53 (49,5) 26 (60,5) 

Subtrochanter
ic 11 (9,7) 0 (0,0) 3 (4,6) 1 (14,3) 5 (4,7) 4 (9,3) 

Femurshaft 44 
(38,9) 1 (100,0) 10 (15,4) 3 (42,9) 10 (9,3) 1 (2,3) 

Femurdistal 16 
(14,2) 0 (0,0) 6 (9,2) 0 (0,0) 6 (5,6) 1 (2,3) 

Table 2. Mortality rate of fracture types by age groups    

 
In the study by Haentjens et al., patients over the age of 50 
were found to have a 3- to 5-fold higher mortality risk within 
the first three months following a hip fracture. The 1-year 
mortality rate was found to be 8 % for females and 18 % for 
males in patients over 80 years (18). In our study, no 
relationship was observed between gender and mortality. 
Gdalevich et al. performed a report on 651 patients over the 
age of 60 and studied the mortality relationship and the 
timing of surgery following a hip fracture. Survival levels in 
patients who underwent surgery within 48 hours of fracture 
were found to be higher compared with those who 
underwent surgery more than 48 hours after the fracture (8). 
McGuire et al. performed a study on 18,209 patients with hip 
fractures who were older than 65 years and mortality was 
found to be 15 percent higher in patients with an operating 
delay of 2 days or more (8). According to a study by Czertock 
G et al., delayed surgeries increase the mortality rate (22). In 
their study on 720 patients aged older than 65 years, 
Maheshwari et al.  found that the mean duration between 
admission and surgery was 30 hours and that each 10-hour 
delay increased mortality by 5%. They concluded that similar 
to a stroke and myocardial ischemia; hip fractures require 
urgent treatment (19). In our study, there was no correlation 
between the time of operation and survival rates for the first 
four days. This may be because the patients taken into the 
study were selected from patients without the comorbid 
disease. 
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As we reported earlier, anemic patients were more likely to 
have suffered an intertrochanteric fracture. Stay-length 
hospitalization and mortality rates at six and twelve months 
were substantially higher for patients on admission who 
were anemic. Concerning this study, patients at risk of poor 
results after hip fracture can be identified by evaluating the 
levels of hemoglobin at hospital admission (23). In our 
research, this may be confirmed because of that; we 
observed a statistically significant difference in mean 
hemoglobin levels between the survivor and the non-
survivor groups. 
According to Li et al., reservation and regeneration 
capabilities of serum calcium in patients with femoral neck 
fracture are higher than in patients with femoral 
intertrochanteric fractures. A low calcium level in the serum 
may be susceptible to intertrochanteric femoral fracture 
(24). In our study, we found that a statistically major 
difference between the mean calcium levels of the two 
groups (survivors/non-survivors). This knowledge about the 
effect of serum calcium levels on type of fracture and the 
relationship between fracture type and mortality rate needs 
to be investigated in more detail within the future studies. 
In the study by Somersalo et al, found that proximal lower 
extremity fractures were associated with increased 
mortality in younger as well as older patients (1). It has been 
suggested as an explanation for this that older people with 
proximal fractures are vulnerable and come down with 
comorbidities (3). Thus, those suffering from distal lower 
extremity fractures may be healthier and more active than 
their peers with more proximal fractures. Velásquez-Sarria 
et al compared mortality rates of hip fractures and mid-shaft 
femoral fractures in a series of 146 patients over 65 years of 
age. They found no difference in mortality between the two 
types of fractures (20). In our study, intertrochanteric 
fracture types were significantly related to mortality. 
Furthermore, Streubel et al. compared the mortality rates of 
distal femoral fractures and hip fractures in patients over 60 
years of age. They found no difference in mortality between 
the two forms of fractures. However, mortality rates were 
found to be higher in patients with an operating period of 
more than four days compared to those who underwent 
surgery within 48 hours of fracture (21).  
 
Conclusion 
In this study, mortality rates were found to be higher in 
patients with intertrochanteric fractures among all patients. 
When the patients were divided into age groups, 
statistically, the types of fractures were not significantly 
different and mortality. Still, in 18-44, 45-64 aged groups 
femoral shaft fracture was found to have the highest 
mortality rate. Intertrochanteric fracture has been found to 
have the highest mortality rate in>64 aged classes. 
According to this result, determining the surgical priority of 

patients according to the type of fracture may reduce the 
risk of mortality.  
Limitations 
Our study has some limitations. Firstly, the number of 
patients included in our study is limited. Secondly, the study 
was a single-center study. The research did not include 
patients with chronic kidney disease, chronic liver disease, 
congestive heart insufficiency, and persistent malignancy. 
However, other chronic diseases, such as hypertension and 
diabetes were not excluded. Therefore, the effect of chronic 
diseases on morbidity was not investigated. 
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ABSTRACT 
Aim: Trauma is still one of the leading causes of death in 

developing countries of the world. It often affects people in the 

younger age group and causes serious manpower loss. The aim of 

our study is to determine the factors affecting mortality in addition 

to the characteristics of patients who admitted to the emergency 

department of our university hospital due to trauma between 

2011-2018 and to contribute to the trauma data of our country. 
Material and Methods: Our study was a retrospective study 

evaluating the patients aged 18 and over who admitted to the 

Emergency Department of an University Hospital due to trauma 

between 01.01.2011 and 01.12.2018 and were accepted as exitus. 

Patients' age, gender, type of trauma, admission date  to hospital 

(day, month, year, hour), admission type, transportation type, 

blood pressure (systolic-diastolic), heart rate, Glasgow Coma Score, 

injury site, injury type, blood alcohol level , survival time and place 

of death were recorded. 
Results: According to the type of trauma, the most frequent 

type of trauma was  traffic accident (33.5%) and the least frequent 

was accepted as drowning (0.6%). The highest number of patient 

admissions were found in September (13.4%) and the least in 

December (5.8%). 18.9% of the patients were accepted ex in the 

emergency room, 74.6% in intensive care unit and 6.5% in other 

(operating rooms, clinics) places. There was a significant difference 

in terms of the survival time of the patients between the admission 

methods and the survival time of the referred patients was found 

to be significantly higher than the others. 
Conclusion: As the duration of the patients in emergency 

department with multitrauma requiring a multidisciplinary 

approach increases, morbidity and mortality rates were found to 

be increased. It could be concluded that these periods can be 

shortened by establishing trauma teams and centers that work in 

coordination with the health services policies of our 

country.Regarding this,increasing the survival rate of patients while 

reducing the rate of morbidity due to trauma is targeted. 
Key words: Emergency department,  exitus, trauma 
 
 
 
 
 
 
 

ÖZ 
Amaç: Tƌaǀŵa dƺŶǇaŶŦŶ geůŝƔŵeŬƚe ŽůaŶ ƺůŬeůeƌŝŶde ŚaůeŶ en 

önde geůeŶ Ƃůƺŵ ŶedeŶůeƌŝŶdeŶ bŝƌŝdŝƌ͘ GeŶeůůŝŬůe geŶç ǇaƔ 
gƌƵbƵŶdaŬŝ ŝŶƐaŶůaƌŦ eƚŬŝůeŶŵeŬƚe ǀe cŝddŝ ŝƔgƺcƺ ŬaǇbŦŶa da ŶedeŶ 
ŽůŵaŬƚadŦƌ͘ ÇaůŦƔŵaŵŦǌŦŶ aŵacŦ͕ ϮϬϭϭ-ϮϬϭϴ ƚaƌŝŚůeƌŝ aƌaƐŦŶda 
üniversitemiz acŝů ƐeƌǀŝƐŝŶe ƚƌaǀŵa ŶedeŶŝǇůe baƔǀƵƌaŶ ǀe eŬƐŝƚƵƐ 
kabul edilen ŚaƐƚaůaƌŦŶ baƔǀƵƌƵ özelliklerine ek olarak mortaliteye 

etkili faktörleri saptamak ǀe ƺůŬeŵŝǌ ƚƌaǀŵa ǀeƌŝůeƌŝŶe ŬaƚŬŦda 
bƵůƵŶŵaŬƚŦƌ͘ 

Gereç ve Yöntemler: ÇaůŦƔŵaŵŦǌ Ϭϭ͘Ϭϭ͘ϮϬϭϭ ŝůe Ϭϭ͘ϭϮ͘ϮϬϭϴ 
tariŚůeƌŝ aƌaƐŦŶda bŝƌ ÜŶŝǀeƌƐŝƚe Hastanesi Acil Servisine travma 

Ɛebebŝ ŝůe baƔǀƵƌƵƉ ƐŽŶƌaƐŦŶda eŬƐŝƚƵƐ ŬabƵů edŝůeŶ ϭϴ ǇaƔ ǀe ƺǌeƌŝ 
ŽůgƵůaƌŦŶ ƌeƚƌŽƐƉeŬƚŝf ŽůaƌaŬ deŒeƌůeŶdŝƌŝůŵeƐŝ ŝůe 
geƌçeŬůeƔƚŝƌŝůŵŝƔƚŝƌ͘ HaƐƚaůaƌŦŶ ǇaƔ͕ cŝŶƐŝǇeƚ͕ ƚƌaǀŵa ƚŝƉŝ͕ ŚaƐƚaŶeǇe 
baƔǀƵƌƵ ƚaƌŝŚůeƌŝ ;gƺŶ͕ aǇ͕ ǇŦů͕ ƐaaƚͿ͕ baƔǀƵƌƵ ƔeŬůŝ͕ ƵůaƔŦŵ ƔeŬůŝ͕ ŬaŶ 
baƐŦŶcŦ;ƐŝƐƚŽůŝŬ-dŝaƐƚŽůŝŬͿ͕ ŶabŦǌ͕ GůaƐgŽǁ KŽŵa SŬŽƌƵ͕ ǇaƌaůaŶŵa 
bƂůgeƐŝ͕ ǇaƌaůaŶŵa ƚŝƉŝ͕ ŬaŶ aůŬŽů dƺǌeǇŝ͕ ƐaŒ ŬaůŦŵ ƐƺƌeƐŝ͕ Ƃůƺŵ Ǉeƌŝ 
ŬaǇŦƚ aůƚŦŶa aůŦŶŵŦƔƚŦƌ͘ 

Bulgular: Tƌaǀŵa ŽůƵƔ ƔeŬůŝŶe gƂƌe eŶ ƐŦŬ ŽůaƌaŬ aƌaç ŝçŝ ƚƌafŝŬ 
ŬaǌaƐŦ ;йϯϯ͕ϱͿ͕ eŶ aǌ ŝƐe ƐƵda bŽŒƵůŵa ;йϬ͕ϲͿ  ŵeǇdaŶa geůŵŝƔƚŝƌ͘ 
HaƐƚa baƔǀƵƌƵůaƌŦŶ aǇůaƌa gƂƌe daŒŦůŦŵŦ baŬŦůdŦŒŦŶda͖ eŶ çŽŬ ŚaƐƚa 
baƔǀƵƌƵƐƵ EǇůƺů aǇŦŶda ;йϭϯ͕ϰͿ͕ eŶ aǌ ŚaƐƚa baƔǀƵƌƵƐƵ ŝƐe AƌaůŦŬ 
aǇŦŶda ;йϱ͕ϴͿ  ŽůŵƵƔƚƵƌ͘ HaƐƚaůaƌŦŶ йϭϴ͕ϵ͛Ƶ acŝů ƐeƌǀŝƐƚe͕ йϳϰ͕ϲ͛ƐŦ 
ǇŽŒƵŶ baŬŦŵda ǀe йϲ͕ϱ͛ŝ dŝŒeƌ ;aŵeůŝǇaƚŚaŶe͕ ƐeƌǀŝƐͿ Ǉeƌůeƌde 
eŬƐŝƚƵƐ ŽůaƌaŬ ŬabƵů edŝůŵŝƔƚŝƌ͘ BaƔǀƵƌƵ ƔeŬŝůůeƌŝ aƌaƐŦŶda ŚaƐƚaůaƌŦŶ 
ƐaŒ ŬaůŦŵ Ɛƺƌeůeƌŝ baŬŦŵŦŶdaŶ aŶůaŵůŦ faƌŬ olup sevkli ŚaƐƚaůaƌŦŶ ƐaŒ 
kaůŦŵ ƐƺƌeƐŝ dŝŒeƌůeƌŝŶe gƂƌe aŶůaŵůŦ ŽůaƌaŬ ǇƺŬƐeŬ ƐaƉƚaŶŵŦƔƚŦƌ͘ 

Sonuç: MƵůƚŝƚƌaǀŵaůŦ ǀe ŵƵůƚŝdŝƐŝƉůŝŶeƌ ǇaŬůaƔŦŵ geƌeŬƚŝƌeŶ 
ŚaƐƚaůaƌŦŶ acŝů ƐeƌǀŝƐƚe ŬaůŦƔ ƐƺƌeƐŝ ƵǌadŦŬça ŵŽƌbŝƚŝƚe ǀe ŵŽƌƚaůŝƚe 
ŽƌaŶůaƌŦ da ƵǌaǇaŶ bƵ Ɛƺƌeůeƌůe bŝƌůŝŬƚe aƌƚŵaŬƚadŦƌ͘ ÜůŬeŵŝǌŝn 

ƐaŒůŦŬ Śŝǌŵeƚůeƌŝ ƉŽůŝƚŝŬaůaƌŦŶa ƵǇgƵŶ ŬŽŽƌdŝŶeůŝ çaůŦƔaŶ ƚƌaǀŵa 
ƚaŬŦŵůaƌŦ ǀe ŵeƌŬeǌůeƌŝ ŽůƵƔƚƵƌƵůaƌaŬ bƵ ƐƺƌeůeƌŝŶ ŬŦƐaůƚŦůabŝůeceŒŝ 
ƂŶgƂƌƺůŵeŬƚedŝƌ͘ BƂǇůece ƚƌaǀŵaǇa baŒůŦ ŵŽƌbŝdŝƚe ŽƌaŶŦ 
aǌaůƚŦůŦƌŬeŶ ŚaƐƚaůaƌŦŶ ƐaŒ ŬaůŦŵ ŽƌaŶŦŶŦŶ aƌƚƚŦƌŦůŵaƐŦ 
hedeflenmektedir. 

Anahtar kelimeler: Acil servis, eksitus, travma 
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GiƌiƔ 
Tƌaǀŵa dƺŶǇaŶıŶ geůiƔŵiƔ ƺůŬeůeƌiŶde ƂŶde geůeŶ Ƃůƺŵ 
ŶedeŶůeƌiŶdeŶ biƌidiƌ͘ GeŶeůůiŬůe geŶç ǇaƔ gƌƵbƵŶdaŬi 
iŶƐaŶůaƌı eƚŬiůeŶŵeŬƚe ǀe ciddi iƔgƺcƺ ŬaǇbıŶa da ŶedeŶ 
ŽůŵaŬƚadıƌ ;ϭ͕ ϮͿ. DƺŶǇa SağůıŬ Öƌgƺƚƺ ǀeƌiůeƌiŶe  gƂƌe ϮϬϭϭ 
ǇıůıŶda ƚƌafiŬ Ŭaǌaůaƌı ϭ͘ϭϱ ŵiůǇŽŶ Ƃůƺŵe ƐebebiǇeƚ ǀeƌŵiƔ 
ŽůƵƉ͖ ŵƵůƚiƚƌaǀŵaŶıŶ ϮϬϯϬ ǇıůıŶa geůiŶdiğiŶde  ϯ͘ eŶ ƐıŬ 
eŶgeůůiůiŬ Ɛebebi Žůacağı ƚahŵiŶ ediůŵeŬƚediƌ ;ϯ-7). Dünya 
geŶeůiŶde Ɛiůahůı çaƚıƔŵaůaƌ dıƔıŶdaŬi bölgelerde penetran 
ǇaƌaůaŶŵaůaƌ ƚƌaǀŵaƚiŬ ƂůƺŵůeƌiŶ йϭϱ͛iŶdeŶ aǌıŶı 
ŽůƵƔƚƵƌŵaŬƚa faŬaƚ bƵ ŽƌaŶůaƌ ƺůŬedeŶ ƺůŬeǇe 
değiƔŵeŬƚediƌ͘ 
TƌaǀŵaƚiŬ Ƃůƺŵůeƌe baŬıůdığıŶda ŶeƌedeǇƐe ǇaƌıƐı ƐaŶƚƌaů 
ƐiŶiƌ ƐiƐƚeŵi ǇaƌaůaŶŵaƐıŶa bağůı ŽůŵaŬƚa iŬeŶ ϭͬϯ͛ƺ ŬaŶaŵa 
sebebiyle ŽůŵaŬƚadıƌ ;ϴͿ͘Ciddi ƚƌaǀŵaƚiŬ ǇaƌaůaŶŵaƐı ŽůaŶ 
haƐƚaůaƌ iůeƌi dƺǌeǇ ƚƌaǀŵa ŵeƌŬeǌůeƌiŶde ƚedaǀi ediůdiğiŶde 
ŵŽƌƚaůiƚe ǀe ŵŽƌbidiƚe beůiƌgiŶ ŽůaƌaŬ aǌaůŵaŬƚadıƌ ;ϵͿ͘ İůeƌi 
ǇaƔ͕ Žbeǌiƚe ǀe ŬƂƚƺ ƐŽŶƵç dŽğƵƌacaŬ ŵaũƂƌ ŬŽŵŽƌbidiƚeůeƌ 
daha kötü travmatik sonuçlaƌůa aůaŬaůıdıƌ ;ϭϬͿ͘ İŬi bƺǇƺŬ ǀeƌi 
ƚabaŶıŶıŶ ŵƵůƚi-değiƔŬeŶ ƌegƌeƐǇŽŶ aŶaůiǌůeƌiŶe gƂƌe beůiƌgiŶ 
ŬaŶaŵaƐı ŽůaŶ ƚƌaǀŵa haƐƚaůaƌıŶda͕ dƺƔƺŬ GůaƐgŽǁ KŽŵa 
SŬŽƌƵ ;GKSͿ ǀe iůeƌi ǇaƔıŶ iŬiƐi de bağıŵƐıǌ ŽůaƌaŬ aƌƚŵıƔ 
ŵŽƌƚaůiƚe iůe iůiƔŬiůi ŽůdƵğƵ gƂƌƺůŵƺƔƚƺƌ;ϭϭͿ͘TƌaǀŵaŶıŶ eŶ 
ölümcül nedeni kanama, multipl organ disfoksiyon 
sendromu ve kardiyak arrest iken (12) en önemli önlenebilir 
ŵŽƌbidiƚe ŶedeŶi ǇaŶůıƔůıŬůa ǇaƉıůŵıƔ eŬƐƚƺbaƐǇŽŶ͕ ceƌƌahi 
ƚeŬŶiŬ haƚaůaƌı͕ aƚůaŶŵıƔ ǇaƌaůaŶŵaůaƌ ǀe iŶƚƌaǀaƐŬƺůeƌ 
Ŭaƚeƚeƌ iůe iůiƔŬiůi ŬŽŵƉůiŬaƐǇŽŶůaƌdıƌ ;ϭϯͿ͘  TƌaǀŵaǇı ƚaŬibeŶ 
iůŬ Ϯϰ Ɛaaƚƚe ƂůeŶ haƐƚaůaƌ gƂƌeceůi ŽůaƌaŬ aǌdıƌ͘ ÖůƺŵůeƌiŶ 
çŽğƵ ŽůaǇ aŶıŶda ǀeǇa haƐƚa ƚƌaǀŵa ŵeƌŬeǌiŶe ƵůaƔƚıŬƚaŶ 
ƐŽŶƌa iůŬ biƌŬaç Ɛaaƚƚe ŽůŵaŬƚadıƌ ;ϭϰͿ͘  
TƌaǀŵaǇa bağůı ƂůƺŵůeƌiŶ ƂŶůeŶebiůiƌ ƐebeƉůeƌiŶi Ɛaptamaya 
ǇƂŶeůiŬ çaůıƔŵaůaƌ ŬaƉƐaŵıŶda ůiƚeƌaƚƺƌe baŬıůdığıŶda͕ bƵ ƚƺƌ 
eƉideŵiǇŽůŽũiŬ aƌaƔƚıƌŵaůaƌıŶ çŽŬ ƐaǇıda ǀe faƌŬůı 
ŵeƚŽdŽůŽũiůeƌůe ǇaƉıůdığı gƂǌůeŶŵeƐiŶe ƌağŵeŶ ƵůƵƐaů 
dƺǌeǇde ůiƚeƌaƚƺƌƺŵƺǌde Ǉeƚeƌůi çaůıƔŵa Žůŵadığı 
gƂƌƺůŵeŬƚediƌ͘ ÇaůıƔŵaŵıǌıŶ aŵacı͕ ϮϬϭϭ-2018 tarihleri 
aƌaƐıŶda ƺŶiǀeƌƐiƚeŵiǌ aciů ƐeƌǀiƐiŶe ƚƌaǀŵa ŶedeŶiǇůe 
baƔǀƵƌaŶ ǀe eŬƐiƚƵƐ ŬabƵů ediůeŶ haƐƚaůaƌıŶ baƔǀƵƌƵ 
ƂǌeůůiŬůeƌiŶi ǀe Ƃůƺŵe ǇŽů açaŶ faƌŬůı ƐiƐƚeŵ ƉaƚŽůŽũiůeƌiŶi 
ƐaƉƚaǇaƌaŬ ƺůŬeŵiǌ ƚƌaǀŵa ǀeƌiůeƌiŶe ŬaƚŬıda bƵůƵŶŵaŬƚıƌ͘ 
 
Gereç ve Yöntemler 
ÇaůıƔŵaŵıǌ Ϭϭ͘Ϭϭ͘ϮϬϭϭ iůe Ϭϭ͘ϭϮ͘ϮϬϭϴ ƚaƌihůeƌi aƌaƐıŶda biƌ 
Üniversite Hastanesi Acil SeƌǀiƐiŶe ƚƌaǀŵa iůe baƔǀƵƌƵƉ 
ƐŽŶƌaƐıŶda eŬƐiƚƵƐ ŽůaŶ ϭϴ ǇaƔ ǀe ƺǌeƌi ŽůgƵůaƌıŶ ƌeƚƌŽƐƉeŬƚif 
ŽůaƌaŬ değeƌůeŶdiƌiůŵeƐi iůe geƌçeŬůeƔƚiƌiůŵiƔ ŽůƵƉ TıƉ 
Fakültesi KůiŶiŬ AƌaƔƚıƌŵaůaƌ EƚiŬ KƵƌƵůƵŶdaŶ ŽŶaǇ aůıŶŵıƔƚıƌ 
;EƚiŬ ŬƵƌƵů Ŭaƌaƌ ƐaǇıƐı͗ϮϬϭϴ-21/16). 
HaƐƚa ůiƐƚeƐiŶe ŵŽƌg ǀe haƐƚaŶe ƉŽůiƐi ŬaǇıƚůaƌıŶdaŶ 
ƵůaƔıůŵıƔƚıƌ͘ HaƐƚaůaƌıŶ aƌƔiǀde bƵůƵŶaŶ haƐƚa dŽƐǇaůaƌı ǀe 
hastane otomasyon sistemi üzerinde bulunan bilgileri geriye 
dƂŶƺŬ ŽůaƌaŬ değeƌůeŶdiƌiůŵiƔƚiƌ͘ Aciů SeƌǀiƐe ƚƌaǀŵa Ɛebebi  

iůe baƔǀƵƌaŶ ǀe ƐŽŶƌaƐıŶda haƐƚaŶede heƌhaŶgi biƌ bƂůƺŵde 
eŬƐiƚƵƐ ŽůaŶ ϭϴ ǇaƔ ǀe ƺǌeƌi ŽůgƵůaƌ çaůıƔŵaǇa dahiů ediůiƌŬeŶ͕ 
ϭϴ ǇaƔ aůƚı haƐƚaůaƌ͕ aciů ƐeƌǀiƐ ŬaǇdı ŽůŵaǇaŶ ǀe ŬaǇıƚůaƌda 
eŬƐiŬ ǀeƌiůeƌi bƵůƵŶaŶ ŽůgƵůaƌ çaůıƔŵa dıƔıŶda 
bıƌaŬıůŵıƔƚıƌ͘HaƐƚaůaƌıŶ ǇaƔ͕ ciŶƐiǇeƚ͕ ƚƌaǀŵaŶıŶ ƚiƉi͕ 
haƐƚaŶeǇe baƔǀƵƌƵ ƚaƌihůeƌi ;gƺŶ͕ aǇ͕ Ǉıů͕ ƐaaƚͿ͕ baƔǀƵƌƵ ƔeŬůi͕ 
ƵůaƔıŵ ƔeŬůi͕ ŬaŶ baƐıŶcı;ƐiƐƚŽůiŬ-diaƐƚŽůiŬͿ͕ Ŷabıǌ͕ GůaƐgŽǁ 
Koma Skoru (GKS), yaralanma bölgesi, yaralanma tipi, alkol 
dƺǌeǇi͕ Ɛağ Ŭaůıŵ ƐƺƌeƐi ǀe Ƃůƺŵ Ǉeƌi ŬaǇıƚ aůƚıŶa aůıŶŵıƔƚıƌ͘ 
İƐƚaƚiƐƚiŬƐeů aŶaůiǌůeƌ IBM SPSS SƚaƚiƐƚicƐ ϮϮ͘Ϭ ƉaŬeƚ ƉƌŽgƌaŵı 
ŬƵůůaŶıůaƌaŬ ǇaƉıůŵıƔƚıƌ͘ VeƌiůeƌiŶ ŶŽƌŵaů dağıůıŵa ƵǇƵƉ 
ƵǇŵadığı ShaƉiƌŽ-Wilk testi ile test ediůŵiƔƚiƌ͘ NŽƌŵaů 
dağıůıŵa ƵǇaŶ değiƔŬeŶůeƌ ŽƌƚaůaŵaцƐƚaŶdaƌƚ ƐaƉŵa iůe 
ǀeƌiůiƌŬeŶ͕ ƵǇŵaǇaŶ değiƔŬeŶůeƌ ŵedǇaŶ;ŵiŶiŵƵŵ-
ŵaŬƐiŵƵŵͿ değeƌůeƌ iůe ǀeƌiůŵiƔƚiƌ͘ İŬideŶ faǌůa bağıŵƐıǌ 
gƌƵbƵŶ ŬaƌƔıůaƔƚıƌıůŵaƐıŶda KƌƵƐŬaů-WaůůiƐ ƚeƐƚi͕ iŬi bağıŵƐıǌ 
gƌƵbƵŶ ŬaƌƔıůaƔƚıƌıůŵaƐıŶda MaŶŶ-Whitney U testi 
ŬƵůůaŶıůŵıƔƚıƌ͘ KaƚegŽƌiŬ değiƔŬeŶůeƌ fƌeŬaŶƐ ǀe Ǉƺǌde 
değeƌůeƌi iůe ǀeƌiůŵiƔ ŽůƵƉ͕ ŬaƚegŽƌiŬ ǀeƌiůeƌiŶ 
ŬaƌƔıůaƔƚıƌıůŵaƐıŶda PeaƌƐŽŶ Ŭi-Ŭaƌe ƚeƐƚi ŬƵůůaŶıůŵıƔƚıƌ͘ 
DeğiƔŬeŶůeƌ aƌaƐıŶdaŬi iůiƔŬiŶiŶ iŶceůeŶŵeƐiŶde SƉeaƌŵaŶ 
korelaƐǇŽŶ ŬaƚƐaǇıƐı ŬƵůůaŶıůŵıƔƚıƌ͘ AŶůaŵůıůıŬ dƺǌeǇi  ɲсϬ͕Ϭϱ 
ŽůaƌaŬ ŬabƵů ediůŵiƔƚiƌ͘ 
 
Bulgular 
ϭϴ ǇaƔ ƺƐƚƺ͕ heƌhaŶgi biƌ ƚƌaǀŵa ŶedeŶiǇůe aciů ƐeƌǀiƐe 
baƔǀƵƌŵƵƔ ve eksitus ŬabƵů ediůŵiƔ ϯϮϴ haƐƚa çaůıƔŵaǇa dahiů 
ediůŵiƔƚiƌ͘ BaƔǀƵƌaŶ haƐƚaůaƌıŶ йϴϮ͕ϲ Ɛı eƌŬeŬ ;ŶсϮϳϭͿ͕ йϭϳ͕ϰ 
ƺ ŬadıŶ ;ŶсϱϳͿ ǀe  ŵedǇaŶ ǇaƔ ϰϲ ;ŵiŶ-maks:18-95)olarak 
ƐaƉƚaŶŵıƔƚıƌ͘ HaƐƚaůaƌıŶ йϳϴ͕ϵ͛Ƶ iƐe ϭϴ-ϲϱ ǇaƔ aƌaůığıŶdadıƌ͘ 
HaƐƚaůaƌıŶ ǀiƚaů bƵůgƵůaƌıŶa baŬıůdığıŶda͖ ŵedǇaŶ Ɛistolik kan 
baƐıŶcı ϴϬ ;ŵiŶ-maks=0-220) mmHg, medyan diastolik kan 
baƐıŶcı ϱϬ ;ŵiŶ-maks:0-ϭϭϬͿ ŵŵHg͕ ŵedǇaŶ Ŷabıǌ daŬiŬa 
ƐaǇıƐı ϴϬ ;ŵiŶ-maks=0-170), medyan GKS 4 (min-maks=3-15) 
ǀe ŵedǇaŶ Ɛağ Ŭaůıŵ ƐƺƌeƐi ϭϮ ;ŵiŶ-maks=1-4450) saattir. 
Arresƚ ŽůaƌaŬ geůiƉ eŬƐiƚƵƐ haƐƚaůaƌ dıƔůaŶdığıŶda͖ Žƌƚaůaŵa 
ƐiƐƚŽůiŬ ŬaŶ baƐıŶcı ϭϬϱ ŵŵHg͕ diaƐƚŽůiŬ ŬaŶ baƐıŶcı ϲϱ 
ŵŵHg bƵůƵŶŵƵƔƚƵƌ͘ 
HaƐƚaůaƌıŶ aciů ƐeƌǀiƐiŵiǌe ƵůaƔıŵ ƔeŬiůůeƌiŶe baŬıůdığıŶda͖ 
haƐƚaůaƌıŶ йϵϲ͕ϵ͛Ƶ ;ŶсϯϭϳͿ Ŭaƌa aŵbƵůaŶƐı ile geri kalan 
йϯ͕ϭ͛ ;ŶсϭϬͿ i Ƃǌeů aƌaç ǀeǇa diğeƌ ƚaƔıƚůaƌůa geůŵiƔƚiƌ͘ 
HaƐƚaůaƌ baƔǀƵƌƵ ƔeŬiůůeƌiŶe gƂƌe iůŬ baƔǀƵƌƵ ǀe ƐeǀŬůi ŽůaƌaŬ 
geůeŶůeƌ ƔeŬůiŶde Ϯ gƌƵba aǇƌıůŵıƔƚıƌ͘ İůŬ baƔǀƵƌƵƐƵ diƌeŬ aciů 
ƐeƌǀiƐiŵiǌe ŽůaŶ haƐƚaůaƌıŶ ŽƌaŶı йϲϴ͕ϵ ;ŶсϮϮϲͿ͕ ƐeǀŬůi ŽůaƌaŬ 
baƔŬa ŵeƌŬeǌdeŶ geůeŶ haƐƚaůaƌıŶ ŽƌaŶı iƐe йϯϭ͕ϭ ;ŶсϭϬϮͿ 
ŽůaƌaŬ bƵůƵŶŵƵƔƚƵƌ͘ 
Tƌaǀŵa ŽůƵƔ ƔeŬiůůeƌiŶe gƂƌe haƐƚaůaƌıŶ dağıůıŵı iƐe TabůŽ ϭ 
de görülmektedir. 
HaƐƚa baƔǀƵƌƵůaƌıŶ aǇůaƌa gƂƌe dağıůıŵı baŬıůdığıŶda͖ eŶ çŽŬ 
haƐƚa baƔǀƵƌƵƐƵ йϭϯ͕ϰ ;ŶсϰϰͿ iůe EǇůƺů aǇıŶda͕ eŶ aǌ hasta 
baƔǀƵƌƵƐƵ йϱ͕ϴ ;ŶсϭϵͿ iůe AƌaůıŬ aǇıŶda ŽůŵƵƔƚƵƌ͘ EǇůƺů ǀe 
HaǌiƌaŶ aǇůaƌıŶda iƐe baƔǀƵƌƵ fƌeŬaŶƐůaƌıŶıŶ ƉiŬ ǇaƉƚığı 
gƂƌƺůŵƺƔƚƺƌ͘  
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 n % 

Aƌaç ŝçŝ ƚƌafŝŬ ŬaǌaƐŦ  110 33,5 

YƺŬƐeŬƚeŶ dƺƔŵe 56 17,1 

Aƌaç dŦƔŦ ƚƌafŝŬ ŬaǌaƐŦ 39 11,9 

MŽƚŽƐŝŬůeƚ ŬaǌaƐŦ 24 7,3 

AƚeƔůŝ ƐŝůaŚ ǇaƌaůaŶŵaƐŦ 24 7,3 

YaŶŦŬ 23 7,0 

DƺƔeŶ bŝƌ cŝƐŵŝŶ aůƚŦŶda Ŭaůŵa 15 4,6 

EůeŬƚƌŝŬ çaƌƉŵaƐŦ 13 4,0 

AǇŶŦ ƐeǀŝǇedeŶ dƺƔŵe  12 3,7 

KeƐŝcŝ deůŝcŝ aůeƚ ǇaƌaůaŶŵaƐŦ 9 2,7 

Darp 2 0,6 

SƵda bŽğƵůŵa 1 0,3 

Toplam  328 100,0 

Tablo 1: Traǀma olƵƔ Ɣekillerine göre hasƚaların dağılımı 

 
EksiƚƵs kabƵl edilme Ǉerlerine bakıldığında ise hasƚaların 
йϭϴ͕ϵ acil serǀisƚe͕ йϳϰ͕ϲ͛sı ǇoğƵn bakımda ǀe йϲ͕ϱ͛i diğer 
;ameliǇaƚhane͕ serǀisͿ Ǉerlerde eksiƚƵs kabƵl edilmiƔƚir͘  
YaƔ͕ GKS ǀe sağ kalım sƺresi hasƚaların ölƺm Ǉerlerine göre 
karƔılaƔƚırıldığında͖ ǇaƔ bakımından anlamlı fark 
bƵlƵnmaǌken ;pсϬ͕ϰϯϴͿ͕ sağ kalım sƺresi ;pфϬ͕ϬϬϭͿ ǀe GKS 
;pфϬ͕ϬϬϭͿ bakımından isƚaƚisƚiksel olarak anlamlı fark 
bƵlƵnmƵƔƚƵr ;Tablo ϮͿ͘ 
Acil serǀisƚe eksiƚƵs olanların sağkalım sƺresi͕ ǇoğƵn bakım 
ünitesinde eksitus olanlara ;pфϬ͕ϬϬϭͿ ǀe diğer Ǉerlerde 
eksiƚƵs olanlara göre ;pсϬ͕ϬϭϱͿ anlamlı olarak daha dƺƔƺk 
oldƵğƵ görƺlmƺƔƚƺr͘ Diğer Ǉerlerde eksiƚƵs olanların͕ ǇoğƵn 
bakım ƺniƚesinde eksiƚƵs olanlara göre ;pфϬ͕ϬϬϭͿ sağ kalım 
sƺresinin anlamlı olarak daha dƺƔƺk oldƵğƵ görƺlmƺƔtür.  
 Hasƚaların baƔǀƵrƵ saaƚlerine göre baƔǀƵrƵ oranları 
incelendiğinde baƔǀƵrƵ saaƚleri arasında baƔǀƵrƵ oranları 
bakımından anlamlı fark bƵlƵnmƵƔƚƵr ;pсϬ͕ϬϬϭͿ͘ En çok 
baƔǀƵrƵ saaƚ ϭϯ͗ϬϬ͛de ;nсϮϳ͕ йϴ͕ϮͿ olmƵƔƚƵr͘  
Yaralanma ƚƺrleri͕ sağ kalım sƺrelerine göre 
karƔılaƔƚırıldıklarında isƚaƚisƚiksel olarak anlamlı fark 
görƺlmƺƔƚƺr ;pсϬ͕ϬϬϮͿ͘ Yaralanma ƚƺrleri͕ sağ kalım sƺreleri 
açısından ikili grƵplar halinde karƔılaƔƚırıldığında͖ peneƚran 
yaralanmalarda, künt yaralanmalara göre (p=0,043) ve diğer 
yaralanmalara göre (p<0,001) sağ kalım süresi istatistiksel 
olarak daha düƔƺk bulunmuƔtur. Künt yaralanmalarda sağ 
kalım süresi diğer yaralanmalara göre anlamlı olarak daha 
düƔƺk iken (p=0,002); künt yaralanmalar ile mikst 
yaralanmalar arasında anlamlı fark bulunamamıƔtır 
(p=0,893) (Tablo 3). 
 

 ArresW giriú Acil servis YBÜ Di÷er p 
de÷eri 

Yaú 41(19-87) 45(18-89) 50(18-95) 46(19-73) 0,438 

SS/ 
saat 

1(1-3) 3(1-6) 150(1-
4450) 

4(2-175) <0,001 

GKS 3(3-3) 6(3-15) 8(3-15) 8(3-15) <0,001 

Di÷er: Ameli\aWhane, klinik, g|r�nW�leme« SS: sa÷ kalÕm s�resi/saaW.  

GKS: Glasgow Koma Skoru  

YBh: Yo÷Xn BakÕm hniWesi 

Tablodaki de÷erler med\an (min-maks)dÕr.  

Tablo-2: Yaú, GKS Ye sa÷ kalÕm s�resinin hasWanÕn |l�m \erlerine g|re 
karúÕlaúWÕrÕlmasÕ 

Yaralanma bölgelerine göre sağ kalım süreleri 
karƔılaƔtırıldığında istatistiksel olarak anlamlı fark 
bulunmuƔtur (p=0,017). Yaralanma bölgeleri ve sağ kalım 
süreleri ikili gruplar halinde karƔılaƔtırıldıklarında; baƔ-boyun 
yaralanmalarında; ekstremite (p=0,042) ve toraks (p=0,024) 
yaralanmalarına göre anlamlı olarak daha yüksektir. Toraks 
Ǉaralanmalarının; abdomen (p=0,018), pelvis (p=0,046) ve 
ekstremite (p=0,004) yaralanmalarına göre sağ kalım süresi 
anlamlı olarak düƔƺk iken, çoklu-travma bölgelerine 
kıǇasladığımıǌda anlamlı farklılık saptanmamıƔtır. Abdomen 
yaralanmalarında; pelvis (p=0,850), ekstremite (p=0,180) ve 
çoklu-travma (p=0,219)  yaralanmalarına göre sağ kalım 

süresi bakımından anlamlı fark görülmemiƔtir. Pelvis 
yaralanmalarında; ekstremite (p=0,971) ve çoklu-travma 
(p=0,178) yaralanmalarına göre sağ kalım süresi bakımından 
anlamlı fark izlenmemiƔtir. Son olarak ekstremite 
yaralanmaları ile çoklu-travma bölge yaralanmaları arasında 
sağ kalım süresi bakımından anlamlı fark saptanmamıƔtır 
(p=0,870) (Tablo 4). 
 

  
  

Yaralanma türü 

I II III IV 
Sa÷ kalÕm 
süresi/saat 
Medyan (min-maks) 

2  
(1-1420) 

10  
(1-4450) 

8  
(1-300) 

125  
(1-1900) 

P de÷eri 

Genel 0,002 

I-II  0,043 

I-III  0,612 

I-IV   <0,001 

II-III   0,893 

II-IV  0,002 

III-IV  0,184 
Yaralanma W�rleri: I: peneWran, II: k�nW, III: miksW, IV: di÷er(sXda 
bo÷Xlma, \anÕk, elekWrik oarpmasÕ). 

Tablo-3: Sa÷ kalÕm s�resinin \aralanma W�rleri arasÕnda 
karúÕlaúWÕrÕlmasÕ 
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 Yaralanma bölgeleri 
I II III IV V VI 

Sağ ŬaůŦŵ ƐƺƌeƐŝͬƐaaƚ 
Medyan 
(min-maks) 

50 

(1-4450) 

3,5 

(1-1420) 

17,5 

(1-2800) 

6 

1750) 

167,5 

(1-1272) 

8 

(1-1900) 

P değeƌŝ 

Genel  0,017 

I- II 0,024 

I- III 0,640 

I- IV 0,278 

I- V 0,042 

I- VI 0,268 

II- III 0,018 

II- IV 0,046 

II- V 0,004 

II- VI 0,219 

III- IV 0,850 

III- V 0,180 

III- VI 0,219 

IV- V 0,971 

IV- VI 0,178 

V- VI 0,870 

YaƌalaŶma bƂlgeleƌi͖ I͗baƔ-boyun, II: toraks, III: abdomen, IV: pelvis, V:ekstremite, VI: çoklu-travma 

Tablo-4: Sağ kalım ƐƺƌeƐiŶiŶ ǇaƌalaŶma bƂlgeleƌi aƌaƐıŶda kaƌƔılaƔƚıƌılmaƐı 

Tƌaǀma ƚƺƌleƌi aƌaƐıŶda haƐƚalaƌıŶ alkŽllƺ Žlma dƵƌƵmƵŶa 
gƂƌe aŶlamlı faƌk ǀaƌdıƌ ;ƉсϬ͕ϬϮϯͿ͘ MŽƚŽƐikleƚ kaǌaƐı geçiƌeŶ 
haƐƚalaƌıŶ йϯϭ͕ϯ͛ƺ͕ aƚeƔli Ɛilah ǇaƌalaŶmalaƌıŶıŶ йϮϳ͕ϯ͛ƺ͕ 
aƌaç içi ƚƌafik kaǌalaƌıŶıŶ йϭϴ͕ϭ͛iŶde alkŽl ƚeƐƉiƚ edilmiƔ ŽlƵƉ͕ 
istatistiksel olarak aŶlamlıdıƌ͘ AlkŽllƺ olan hasta gƌƵƉlaƌı ile 

ŽlmaǇaŶlaƌ aƌaƐıŶda Ɛağ kalım Ɛƺƌeleƌi bakımıŶdaŶ aŶlamlı 
faƌk ƐaƉƚaŶmamıƔƚıƌ ;ƉсϬ͕ϱϯϲͿ͘ 
BaƔǀƵƌƵ Ɣekilleƌi aƌaƐıŶda haƐƚalaƌıŶ Ɛağ kalım Ɛƺƌeleƌi 
bakımıŶdaŶ aŶlamlı faƌk ǀaƌdıƌ ;ƉфϬ͕ϬϬϭͿ͘ Seǀkli haƐƚalaƌıŶ 
Ɛağ kalım ƐƺƌeƐi diğeƌleƌiŶe gƂƌe aŶlamlı Žlaƌak yüksektir. 

 
TaƌƚŦƔŵa 
MƵlƚiƚƌaǀma ƚƺm dƺŶǇada͕ geliƔeŶ ƚekŶŽlŽji͕ aƌƚaŶ ƵlaƔım 
aƌaçlaƌı͕ Ɣiddeƚ ǀe ƚeƌƂƌ ŽlaǇlaƌıŶıŶ çŽğalmaƐıŶa bağlı Žlaƌak 
heƌ geçeŶ gƺŶ aƌƚaŶ biƌ halk Ɛağlığı ƉƌŽblemidiƌ͘ Ülkemiǌde 
ve ǇƵƌƚ dıƔıŶda ƚƌaǀma eƉidemiǇŽlŽjiƐiŶe ǇƂŶelik biƌçŽk 
çalıƔma bƵlƵŶmakƚadıƌ͘ BƵ çalıƔmalaƌ ƚƌaǀma ŽlƵƔ 
mekaŶiǌmaƐı͕ ŽlƵƔaŶ ƚƌaǀma bƂlgeleƌi͕ ƚƌaǀmaǇa maƌƵǌ 
kalaŶ haƐƚalaƌıŶ demŽgƌafik ǀeƌileƌi͕ kliŶik bƵlgƵlaƌı gibi çok 

çeƔiƚlilik içeƌmekƚediƌ͘ 
Ali ǀe aƌk͛͘ŶıŶ acil ƐeƌǀiƐe baƔǀƵƌaŶ ƚƌaǀma haƐƚalaƌıŶdaki 
mŽƌƚaliƚe ŽƌaŶıŶı ƐaƉƚamaǇa ǇƂŶelik ǇaƉƚığı beŶǌeƌ biƌ 
çalıƔmada haƐƚalaƌıŶ йϳϬ ŽƌaŶıŶda eƌkek ciŶƐiǇeƚe ƐahiƉ 
ŽldƵklaƌı gƂƌƺlmƺƔƚƺƌ ;ϭϱͿ͘ ÇalıƔmamıǌda da ƚƌaǀma 
sebebiyle eksitus kabul edilen erkek hasta oraŶı ǇƺkƐek 
bƵlƵŶmƵƔƚƵƌ͘ BƵ dƵƌƵm eƌkekleƌiŶ kadıŶlaƌa ŽƌaŶla daha 
faǌla ƚƌaǀmaǇa maƌƵǌ kalmalaƌı͖ daha ağıƌ iƔleƌde çalıƔmalaƌı 
ǀe ƔŽfƂƌleƌiŶ çŽğƵŶlƵkla eƌkek ŽlmaƐı ile açıklaŶabiliƌ͘  
KhaŶ ǀe aƌk͘ ƚaƌafıŶdaŶ ǇaƉılaŶ ǀe ƚƌaǀma haƐƚalaƌıŶda 
mŽƌƚaliƚe iliƔkili faktörleri ƐaƉƚamaǇa ǇƂŶelik biƌ çalıƔmada 

ciŶƐiǇeƚiŶ͕ kaǌa mekaŶiǌmaƐıŶıŶ ;mŽƚŽƌlƵ aƌaç kaǌalaƌıͿ ǀe 
ƚƌaǀma mekaŶiǌmaƐıŶıŶ ;kƺŶƚ ǀeǇa ƉeŶeƚƌaŶͿ͕baƔka biƌ 
merkezden sevkli gelmesinin hasta mortalitesine etkisinin 

aŶlamlı Žlmadığı ƐaƉƚaŶmıƔƚır. Yine aǇŶı çalıƔmada͖ 
hastalarda kafa ƚƌaǀmaƐıŶa ek Žlaƌak  ƔŽk ƚablŽƐƵ 
ŽlmaƐıŶıŶ͕ϰϱ ǇaƔıŶ ƺǌeƌiŶde ŽlmaŶıŶ ǀe GKS͛ŶƵŶ ϭϱ͛iŶ 
alƚıŶda ŽlmaƐıŶıŶ  mŽƌƚaliƚe ile aŶlamlı iliƔkili ŽldƵğƵ 
gƂƌƺlmƺƔƚƺƌ ;ϭϲͿ͘ 
Pekdemir ve aƌk͛͘ŶıŶ ǇaƉƚığı çalıƔmada iƐe penetran 

ǇaƌalaŶmaƐı ŽlaŶ haƐƚalaƌıŶ Ɛağ kalım ƐƺƌeƐi iƐƚaƚiƐƚikƐel 
Žlaƌak aŶlamlı ŽƌaŶda dƺƔƺk bƵlƵŶmƵƔƚƵƌ ;ϭϳͿ͘ 
ÇalıƔmamıǌda ƚƌaǀma ŶedeŶi ile acile baƔǀƵƌaŶ ǀe  ekƐiƚƵƐ 
ŽlaŶ haƐƚalaƌıŶ acil ƐeƌǀiƐe baƔǀƵƌƵ aŶıŶdaki Žƌƚalama ƐiƚŽlik 
kaŶ baƐıŶcı ϭϬϱ mmHg͕ Žƌƚalama diaƐƚŽlik kaŶ baƐıŶcı ϲϱ 
mmHg Žlaƌak bƵlƵŶmƵƔƚƵƌ͘ Liƚeƌaƚƺƌe bakıldığıŶda LefeƌiŶg 
ǀe aƌk͛͘ŶıŶ ǇaƉƚığı çalıƔmada Žƌƚalama ƐiƚŽlik kaŶ baƐıŶcı ϭϮϵ 
mmHg͕ Žƌƚalama diaƐƚŽlik kaŶ baƐıŶcı ϭϬϱ mmHg Žlaƌak 
ƌaƉŽƌ edilmiƔƚiƌ ;ϭϴͿ͘ ÇalıƔmamıǌdaki kaŶ baƐıŶcıŶıŶ dƺƔƺk 
ŽlmaƐıŶıŶ eŶ bƺǇƺk ŶedeŶi ekƐiƚƵƐ ŽlmƵƔ haƐƚalaƌıŶıŶ bƺǇƺk 
biƌ çŽğƵŶlƵğƵŶƵŶ mŽƚŽƌlƵ ƚaƔıƚ kaǌaƐı ŶedeŶiǇle ağıƌ kaŶ 
kaǇbı ǇaƔamıƔ ŽlmaƐı ǀe acil ƐeƌǀiƐe ƵlaƔaŶa kadaƌ damaƌ 
ǇŽlƵŶdaŶ Ǉeƚeƌli maǇi ǀeƌilmemiƔ ŽlmaƐı ŶedeŶiǇle 
açıklaŶabiliƌ͘ 
Etkilenen bölge ve mortalite iliƔkiƐi açıƐıŶdaŶ TƌajaŶŽ ǀe aƌk͘ 
ǇaƉƚıklaƌı çalıƔmada ϯϮϱ haƐƚaŶıŶ ϭϯϱ͛iŶde ;йϰϭ͕ϱͿ ǇalŶıǌca 
tek anatomik bölgede, 91 hastada (%28,0)  üç veya daha fazla 

aŶaƚŽmik bƂlgede leǌǇŽŶ ƐaƉƚaŶmıƔƚıƌ ;ϭϵͿ͘ Pfeifeƌ ǀe aƌk͛͘ 
ŶıŶ ǇaƉƚığı ƌeƚƌŽƐƉekƚif ŽƚŽƉƐi çalıƔmaƐıŶda eŶ çŽk eƚkileŶeŶ 
aŶaƚŽmik bƂlgeleƌ͖ йϯϴ͕ϲ ile baƔ-bŽǇƵŶ ǇaƌalaŶmaƐı ǀe 
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йϮϲ͕ϳ ŝůe ƚŽƌaŬƐ bƵůƵŶŵƵƔƚƵƌ ;ϮϬͿ͘ ÇaůŦƔŵaŵŦǌda da baƔ-
bŽǇƵŶ bƂůgeƐŝ eŶ çŽŬ eƚŬŝůeŶeŶ bƂůge ŽůaƌaŬ ƐaƉƚaŶŵŦƔƚŦƌ͘  
YƺŬƐeŬ eŶeƌũŝůŝ ƚƌaǀŵa haƐƚaůaƌŦ͕ haƐƚaŶeǇe ƵůaƔƚŦŬƚaŶ ƐŽŶƌa 
kimi ǌaŵaŶ acŝů ƐeƌǀŝƐƚe͕ Ŭŝŵŝ ǌaŵaŶ da ǇŽğƵŶ baŬŦŵ ǀeǇa 
aŵeůŝǇaƚhaŶeǇe de haǇaƚŦŶŦ ŬaǇbeƚŵeŬƚedŝƌ͘  TƌaũaŶŽ ǀe 
aƌŬ͛͘ŶŦŶ ǇaƉƚŦğŦ çaůŦƔŵada haƐƚaůaƌŦŶ йϭϱ͕Ϯ͛Ɛŝ acŝů ƐeƌǀŝƐƚe͕ 
йϭϵ͕ϵ͛Ƶ ǇŽğƵŶ baŬŦŵda͕ йϮϴ͕ϵ͛Ƶ ƐeƌǀŝƐƚe͕ йϱ͕ϱ͛ŝ 
aŵeůŝǇaƚhaŶede eŬƐŝƚƵƐ ŽůŵƵƔƚƵƌ ;ϭϵͿ͘ Bŝǌŝŵ çaůŦƔŵaŵŦǌda 
ŝƐe haƐƚaůaƌŦŶ йϭϴ͕ϵ acŝů ƐeƌǀŝƐƚe͕ йϳϰ͕ϲ͛ƐŦ ǇŽğƵŶ baŬŦŵda ǀe 
йϲ͕ϱ͛ŝ dŝğeƌ ;aŵeůŝǇaƚhaŶe͕ ƐeƌǀŝƐͿ Ǉeƌůeƌde eŬƐŝƚƵƐ 
ŽůŵƵƔƚƵƌ͘ ÇaůŦƔŵaŵŦǌda acŝů ƐeƌǀŝƐƚe eŬƐŝƚƵƐ ŽƌaŶŦŶŦŶ ǇƺŬƐeŬ 
ŽůŵaƐŦŶŦŶ ŶedeŶŝ ƺçƺŶcƺ baƐaŵaŬ ŵeƌŬeǌ ŽůŵaƐŦ ŶedeŶŝǇůe 
dŦƔ ŵeƌŬeǌůeƌdeŶ ƐeǀŬůŝ geůeŶ haƐƚaůaƌŦŶ ƚedaǀŝƐŝŶdeŬŝ 
gecŝŬŵeůeƌ Žůabŝůŝƌ͘ ÇaůŦƔŵaŵŦǌda TƌaũaŶŽ ǀe aƌŬ͛ŶŦŶ ǇaƉƚŦğŦ 
çaůŦƔŵaǇa gƂƌe ǇŽğƵŶ baŬŦŵ Ƃůƺŵ ŽƌaŶŦŶ çŽŬ daha ǇƺŬƐeŬ 
ƐeƌǀŝƐƚeŬŝ ŽƌaŶŦŶ ŝƐe dƺƔƺŬ ŽůŵaƐŦŶŦŶ ŶedeŶŝ haƐƚaŶeŵŝǌdeŬŝ 
haƐƚaůaƌŦŶ ƚedaǀŝůeƌŝŶŝŶ bƺǇƺŬ çŽğƵŶůƵğƵŶ ǇŽğƵŶ baŬŦŵda 
ǇaƉŦůŦǇŽƌ ŽůŵaƐŦŶdaŶ ŬaǇŶaŬůaŶabŝůŝƌ͘ 
SŽŶƵç ŽůaƌaŬ͖ ƚeŬŶŽůŽũŝŶŝŶ ŝůeƌůeŵeƐŝ͕ ƚƌafŝŬƚeŬŝ aƌaç ƐaǇŦ ǀe 
ǇŽğƵŶůƵğƵŶƵŶ aƌƚŵaƐŦ͕ ŶƺfƵƐƵ aƌƚaŶ ŬaůabaůŦŬ Ɣehŝƌůeƌ 
ŶedeŶŝǇůe heƌ geçeŶ gƺŶ ƚƌaǀŵa ǀaŬaůaƌŦ aƌƚŵaŬƚadŦƌ͘ 
Özellikle çoklu travmalŦ ǀe ŵƵůƚŝdŝƐŝƉůŝŶeƌ ǇaŬůaƔŦŵ 
geƌeŬƚŝƌeŶ haƐƚaůaƌŦŶ acŝů ƐeƌǀŝƐƚe ŬaůŦƔ ƐƺƌeƐŝ ƵǌadŦŬça 
ŵŽƌbŝƚŝƚe ǀe ŵŽƌƚaůŝƚe ŽƌaŶůaƌŦ da ƵǌaǇaŶ bƵ Ɛƺƌeůeƌůe 
bŝƌůŝŬƚe aƌƚŵaŬƚadŦƌ͘ MŽdeƌŶ çağŦŵŦǌa ǀe ƺůŬeŵŝǌŝŶ ƐağůŦŬ 
hŝǌŵeƚůeƌŝ ƉŽůŝƚŝŬaůaƌŦŶa ƵǇgƵŶ ŬŽŽƌdŝŶeůŝ çaůŦƔaŶ ƚƌaǀma 
ƚaŬŦŵůaƌŦ ǀe ŵeƌŬeǌůeƌŝ ŽůƵƔƚƵƌƵůaƌaŬ bƵ Ɛƺƌeůeƌ ŬŦƐaůƚŦůabŝůŝƌ͘ 
BƂǇůece ƚƌaǀŵaǇa bağůŦ ƐaŬaƚůŦŬůaƌŦŶ ŽƌaŶŦ aǌaůƚŦůŦƌŬeŶ 
haƐƚaůaƌŦŶ ƐağŬaůŦŵ ŽƌaŶŦ ŝƐe aƌƚŵŦƔ ŽůacaŬƚŦƌ͘ 
ÜůŬeŵŝǌde ƚƌaǀŵa eƉŝdeŵŝǇŽůŽũŝƐŝǇůe aůaŬaůŦ çŽŬ haƐƚa ƐaǇŦůŦ 
ve çok merkezli çaůŦƔŵaůaƌa ŝhƚŝǇaç ǀaƌdŦƌ͘ BƵ ƐaǇede ŽůaǇ 
ǇeƌŝŶdeŶ͕ haƐƚaŶede ƚedaǀŝŶŝŶ ƐŽŶ aƔaŵaƐŦŶa Ŭadaƌ ŝǇŝ bŝƌ 
ƉůaŶůaŵa ǀe ŽƌgaŶŝǌaƐǇŽŶ ŽůƵƔƚƵƌƵůabŝůŝƌ͘ BƵ ƐebeƉůe acŝů 
ƐeƌǀŝƐůeƌde ŬaǇŦƚůaƌŦŶ deƚaǇůŦ ƚƵƚƵůŵaƐŦ ŬŽŶƵƐƵŶa geƌeŬeŶ 
önem verilmelidir. 
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ABSTRACT 

Aim: Healthcare professionals are at high risk for burnout 
syndrome due to stressful professional life. In this study, it 
was aimed to investigate the frequency and burnout 
characteristics of burnout syndrome among the healthcare 
professionals working in the emergency departments. 

Material and Methods: This study is planned as a cross-
sectional and descriptive research. In the study, Maslach 
Burnout Inventory was used to measure the burnout of 
academic staff. Emotional exhaustion (EE), 
depersonalization (DP) and personal accomplishment (PA) 
scores were calculated and compared between groups in all 
participants. 

Results: 54.5% (n = 109) of the emergency unit personnel 
who participated in the study were female and 45.5% (n = 
91) were male. 63% (n = 126) of the participants were 
doctors, 37% (n = 74) were nurses. High EE (20.2 ± 1.9) and 
DP (16.5 ± 2.1) scores of the emergency department 
professionals, indicate high levels of burnout. Women's 
personal accomplishment score was lower than men (p = 
0.021). EE and DP were found to be statistically lower in 
nurses than doctors (p = 0.022 and p = 0.031). 

Conclusion: Burnout syndrome is quite high among 
emergency department employees and is more common 
especially in female employees and doctor group. 

Keywords:  Maslach burnout inventory, emergency, 
emotional exhaustion, depersonalization, personal 
accomplishment 

 
 
 
 
 
 
 
 
 
 
 
 

ÖZ 
Amaç: SağůŦŬ çaůŦƔaŶůaƌŦ͕ ƐƚƌeƐůŝ ŵeƐůeŬ ǇaƔaŶƚŦƐŦŶdaŶ 

dŽůaǇŦ ƚƺŬeŶŵŝƔůŝŬ ƐeŶdƌŽŵƵ açŦƐŦŶdaŶ ŽůdƵŬça ƌŝƐŬ 
aůƚŦŶdadŦƌ͘ BƵ çaůŦƔŵada acŝů ƐeƌǀŝƐ bŝƌŝŵůeƌŝŶde çaůŦƔaŶ ƐağůŦŬ 
ƉeƌƐŽŶeůůeƌŝŶde ƚƺŬeŶŵŝƔůŝŬ ƐeŶdƌŽŵƵ gƂƌƺůŵe ƐŦŬůŦğŦ ǀe 
deŵŽgƌafŝŬ ƂǌeůůŝŬůeƌŝŶŝŶ aƌaƔƚŦƌŦůŵaƐŦ aŵaçůaŶdŦ͘ 

Gereç ve Yöntemler: BƵ çaůŦƔŵa ŬeƐŝƚƐeů ǀe ƚaŶŦŵůaǇŦcŦ 
bir araƔƚŦƌŵa ŽůaƌaŬ ƉůaŶůaŶŵŦƔƚŦƌ͘ 

ÇaůŦƔŵada ƐağůŦŬ ƉeƌƐŽŶeůůeƌŝŶŝŶ ƚƺŬeŶŵŝƔůŝğŝŶŝ ƂůçŵeŬ 
ŝçŝŶ MaƐůacŚ TƺŬeŶŵŝƔůŝŬ Öůçeğŝ ŬƵůůaŶŦůŵŦƔƚŦƌ͘ Tƺŵ 
ŬaƚŦůŦŵcŦůaƌda dƵǇgƵƐaů ƚƺŬeŶŵe ;DTͿ͕ dƵǇaƌƐŦǌůaƔŵa ;DYSͿ 
ǀe ŬŝƔŝƐeů baƔaƌŦ ;KBͿ ƐŬŽƌůaƌŦ ŚeƐaƉůaŶŵŦƔ ǀe gƌƵƉůaƌ aƌaƐŦŶda 
ŬaƌƔŦůaƔƚŦƌŦůŵŦƔƚŦƌ͘ 

Bulgular: AƌaƔƚŦƌŵaǇa ŬaƚŦůaŶ acŝů ƐeƌǀŝƐ çaůŦƔaŶůaƌŦŶŦŶ 
йϱϰ͕ϱ͛ŝ ;ŶсϭϬϵͿ ŬadŦŶ͕ йϰϱ͕ϱ͛ŝ ;ŶсϵϭͿ eƌŬeŬ ŽůaƌaŬ ƚeƐƉŝƚ 
edŝůdŝ͘ KaƚŦůŦŵcŦůaƌŦŶ йϲϯ͛ƺ ;ŶсϭϮϲͿ dŽŬƚŽƌ͕ йϯϳ͛ŝ ;ŶсϳϰͿ 
ŚeŵƔŝƌeǇdŝ͘ Acŝů ƐeƌǀŝƐ çaůŦƔaŶůaƌŦŶda ǇƺŬƐeŬ DT ;ϮϬ͕Ϯ цϭ͕ϵ) 
ǀe DYS ;ϭϲ͕ϱ цϮ͕ϭͿ ƐŬŽƌůaƌŦ ǇƺŬƐeŬ dƺǌeǇde ƚƺŬeŶŵŝƔůŝğŝ 
gƂƐƚeƌŵeŬƚedŝƌ͘ KadŦŶůaƌŦŶ ŝƔ dŽǇƵŵƵ eƌŬeŬůeƌe gƂƌe daŚa 
dƺƔƺŬƚƺ ;ƉсϬ͕ϬϮϭͿ͘ HeŵƔŝƌeůeƌde͕ dŽŬƚŽƌůaƌa gƂƌe DT ǀe DYS 
ŝƐƚaƚŝŬƐeů ŽůaƌaŬ daŚa dƺƔƺŬ dƺǌeǇde ŽůdƵğƵ ƚeƐƉŝƚ edŝůdŝ 
(p=0,022 ve p=0,031). 

Sonuç: TƺŬeŶŵŝƔůŝŬ ƐeŶdƌŽŵƵ acŝů ƐeƌǀŝƐ çaůŦƔaŶůaƌŦŶda 
ŽůdƵŬça ǇƺŬƐeŬ ŽůƵƉ ƂǌeůůŝŬůe ŬadŦŶ çaůŦƔaŶůaƌ ǀe dŽŬƚŽƌ 
gƌƵbƵŶda daŚa faǌůadŦƌ͘ 

Anahtar Kelimeler: MaƐůacŚ ƚƺŬeŶŵŝƔůŝŬ Ƃůçeğŝ͕ Acŝů 
ƐeƌǀŝƐ͕ dƵǇgƵƐaů ƚƺŬeŶŵe͕ dƵǇaƌƐŦǌůaƔŵa͕ ŬŝƔŝƐeů baƔaƌŦ 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:haydarkarahan@hotmail.com
https://orcid.org/0000-0002-5114-5969


Acil Servislerde TƺŬeŶŵiƔůiŬ Sendromu                                                             Karahan  

Anatolian J Emerg Med 2020;3(3); 81-84 82 

GiƌiƔ 
SağůıŬ çaůıƔaŶı ŽůŵaŬ͖ haƐƚaǇı ŬƵƌƚaƌabiůŵe iƐƚeği ǀe 
ƐŽƌƵŵůƵůƵŬ hiƐƐi͕ haƐƚaůığıŶ ŬƂƚƺ iůeƌůeŵeƐiŶdeŶ dŽůaǇı 
ŽůƵƔaŶ haǇaů ŬıƌıŬůığı͕ haƐƚaůıŬůaƌıŶ ŬeŶdi baƔıŶa geůebiůeceği 
hiƐƐi gibi ŶedeŶůeƌdeŶ dŽůaǇı ƐƚƌeƐůi biƌ ŵeƐůeŬƚiƌ ;ϭ͕ ϮͿ͘ 
Sturgess ve Poulsen ƚƺŬeŶŵiƔůiŬ ƐeŶdƌŽŵƵŶƵ ͞İŶƐaŶůaƌa 
hizmet veren meslek çaůıƔaŶůaƌı͕ iƔůeƌiŶiŶ biƌ ƐŽŶƵcƵ ŽůaƌaŬ 
deŶeǇiŵ ediŶdiŬůeƌi iůeƌůeǇici ideaůiǌŵ͕ eŶeƌji ǀe aŵaç ŬaǇbı͟ 
ƔeŬůiŶde ƚaŶımlarken (3); Cherniss de “aƔıƌı adaŶŵıƔůıŬ 
haƐƚaůığı͟ ŽůaƌaŬ ƚaŶıŵůaŵıƔƚıƌ ;ϰͿ. 
BƵ ŬŽŶƵda iůŬ ƚaŶım 1974 yıůıŶda FƌeƵdeŶbeƌgeƌ ƚaƌafıŶdaŶ 
ƂŶe ƐƺƌƺůŵƺƔ ŽůƵƉ ǀe “yüksek oranda stres sonucunda 
biƌeǇiŶ baƔaƌıƐıǌ Žůŵa͕ ǇıƉƌaŶŵa͕ eŶeƌji ǀe gƺç ŬaǇbı ǀe 
biƌeǇůeƌiŶ iç ŬaǇŶaŬůaƌıŶda ƚƺŬeŶŵe͟ ŽůaƌaŬ ƚaŶıŵůaŶŵıƔƚıƌ 
(5, 6). Bu ƚaŶıŵůaŵadaŶ ŬıƐa biƌ Ɛƺƌe ƐŽŶƌa ƐŽƐǇaů ƉƐiŬŽůŽg 
ChƌiƐƚiŶa MaƐůach͕ ϭϵϳϲ ǇıůıŶda ƚƺŬeŶŵiƔůiŬ ŬaǀƌaŵıŶı 
ƚaŶıŵůaŵaŬ için bir dizi çaůıƔŵa ǇaƉŵıƔƚıƌ ;ϳͿ͘ 
FƌeƵdeŶbeƌgeƌ ϭϵϳϰ ǇıůıŶda ƚƺŬeŶŵiƔůiŬ ƐeŶdƌŽŵƵŶƵ 

“gƂŶƺůůƺ ƐağůıŬ çaůıƔaŶůaƌı aƌaƐıŶda gƂƌƺůeŶ ǇŽƌgƵŶůƵŬ͕ hayal 
ŬıƌıŬůığı ǀe iƔ ŬaǇbı͟ dƵƌƵŵƵŶƵ ƚaŶıŵůaŵaŬ içiŶ ŬƵůůaŶŵıƔƚıƌ 
;ϱͿ͘ FƌeƵdeŶbeƌgeƌ bƵ dƵƌƵŵƵŶ aƔıƌı eŶeƌji͕ gƺç ǀe 
ŬaǇŶaŬůaƌı ŬƵůůaŶŵa ǀe bƵŶƵŶ ƐŽŶƵcƵŶda baƔaƌıƐıǌ Žůŵa͕ 
ǇıƉƌaŶŵa ǀe ǇŽƌƵůƵƉ ƚƺŬeŶŵe ƔeŬůiŶde ŽůƵƔƚƵğƵŶƵ 
beůiƌƚŵiƔƚiƌ ;ϲͿ͘ 
YaƉıůaŶ baǌı çaůıƔŵaůaƌda ƂǌeůůiŬůe haƐƚaǇa iůŬ ŵƺdehaůede 
bƵůƵŶaŶ ƐağůıŬ çaůıƔaŶůaƌıŶda ƚƺŬeŶŵiƔůiŬ ƐeŶdƌŽŵƵŶƵŶ 
daha faǌůa gƂƌƺůdƺğƺ ǀe daha faǌůa bƵ biƌiŵůeƌiŶ ƌiƐŬ aůƚıŶda 
ŽůdƵğƵ gƂƌƺůŵƺƔƚƺƌ ;ϴͿ͘   
BƵ çaůıƔŵada aciů ƐeƌǀiƐ biƌiŵůeƌiŶde çaůıƔaŶ ƐağůıŬ 
personellerinde tüŬeŶŵiƔůiŬ ƐeŶdƌŽŵƵ gƂƌƺůŵe ƐıŬůığı ve 
demografik ƂǌeůůiŬůeƌiŶiŶ aƌaƔƚıƌıůŵaƐı aŵaçůaŶdı͘  
 
Gereç ve Yöntemler 
BƵ çaůıƔŵa ŬeƐiƚƐeů ǀe ƚaŶıŵůaǇıcı biƌ aƌaƔƚırma olarak 
ƉůaŶůaŶŵıƔƚıƌ͘ ÇaůıƔŵa͕ ŞƵbaƚ ϮϬϭϵ ǀe HaǌiƌaŶ ϮϬϭϵ Ǉıůůaƌı 
aƌaƐıŶda İǌŵiƌ iůiŶdeŬi eŶ bƺǇƺŬ aůƚı ƺŶiǀeƌƐiƚe ǀe eğiƚiŵ 
aƌaƔƚıƌŵa haƐƚaŶeƐiŶiŶ aciů ƐeƌǀiƐ çaůıƔaŶůaƌıŶda 
geƌçeŬůeƔƚiƌiůŵiƔƚiƌ͘ ÇaůıƔŵaǇa ƚƺŵ aůƚı ŵeƌŬeǌdeŶ aciů 
serviste çaůıƔaŶ ϭϮϲ dŽŬƚŽƌ ǀe ϳϰ heŵƔiƌe ŽůŵaŬ ƺǌeƌe 
ƚŽƉůaŵ ϮϬϬ ƐağůıŬ ƉeƌƐŽŶeůi çaůıƔŵaǇa aůıŶdı͘ BƵ çaůıƔma için 
üçüncƺ baƐaŵaŬ biƌ haƐƚaŶeŶiŶ KůiŶiŬ AƌaƔƚıƌŵaůaƌ EƚiŬ 
KƵƌƵůƵ͛ŶdaŶ Taƌih͗ ϮϬ͘ϬϮ͘ϮϬϭϵ ǀe SaǇı͗ ϳϵ iůe ŽŶaǇ aůıŶŵıƔƚıƌ͘ 
 
KaƚıůıŵcıůaƌıŶ ǇaƔı͕ ŵeƐůeği͕ ciŶƐiǇeƚi͕ ŵedeŶi haůi͕ ŵeƐůeŬƚe 
geçeŶ çaůıƔŵa Ɛƺƌeůeƌi ǀe bağůı bƵůƵŶdƵŬůaƌı ŬadƌŽůaƌı ve 
diğer demografik özellikleri belirlendi.  
MeƐůeŬ dıƔı ŶedeŶůeƌde ƉƐiŬiǇaƚƌiŬ ƚaŶı aůŵıƔ ŽůaŶ çaůıƔaŶůaƌ͕  
aƌaƔƚıƌŵaǇa ŬaƚıůŵaǇı ŬabƵů etmeyenler ve anket 
fŽƌŵůaƌıŶda ceǀaƉůaŶŵaŵıƔ ƐŽƌƵůaƌ bıƌaŬaŶ Ŭaƚıůıŵcıůaƌ 
çaůıƔma dıƔıŶda bıƌaŬıůdı͘ 
ÇaůıƔŵada aciů ƐeƌǀiƐ de çaůıƔaŶ ƐağůıŬ ƉeƌƐŽŶeůiŶde 
ƚƺŬeŶŵiƔůiğiŶi ƂůçŵeŬ için 1981 yıůıŶda MaƐůach ǀe JacŬƐŽŶ 
ƚaƌafıŶdaŶ geůiƔƚiƌiůeŶ ǀe ϭϵϵϮ ǇıůıŶda CaŶaŶ EƌgiŶ ƚaƌafıŶdaŶ 

TƺƌŬçe ŽůaƌaŬ geçeƌůiůiŬ ǀe gƺǀeŶiůiƌůiůiŬ aŶaůiǌi ǇaƉılan 
Maslach TƺŬeŶŵiƔůiŬ Öůçeği ŬƵůůaŶıůŵıƔƚıƌ ;ϵͿ͘ TŽƉůaŵ ϮϮ 
ifadedeŶ ŽůƵƔaŶ bƵ ƂůçeŬ͕ ƚƺŬeŶŵiƔůiği ƺç faƌŬůı bŽǇƵƚ 
ƺǌeƌiŶdeŶ ƂůçŵeŬƚediƌ͘ BƵŶůaƌdaŶ biƌiŶciƐi ϵ ifadedeŶ ŽůƵƔaŶ 
duygƵƐaů ƚƺŬeŶŵe͕ iŬiŶciƐi ϱ ifadedeŶ ŽůƵƔaŶ dƵǇaƌƐıǌůaƔŵa 
ǀe ƐŽŶƵŶcƵƐƵ ϴ ifadedeŶ ŽůƵƔaŶ ŬiƔiƐeů baƔaƌı aůƚ bŽǇƵƚƵdƵƌ͘ 
Heƌ ƐŽƌƵ ͚Ϭ͗ hiç biƌ ǌaŵaŶ͛ ǀe ͚ϰ͗ heƌ ǌaŵaŶ͛ ŽůacaŬ ƔeŬiůde 
ƔeŬůiŶde ƉƵaŶůaŶdıƌıůaƌaŬ ƚŽƉůaŵ ƉƵaŶůaƌ heƐaƉůaŶŵıƔƚıƌ͘  
AƌaƔƚıƌŵaǇa baƔůaŵadaŶ ƂŶce ǇaǌaƌıŶ bağůı bƵůƵŶdƵğƵ 
üniversiteden 20.02.2019 tarihli 79 nolu karar ile etik kurul 
ŽŶaǇı aůıŶŵıƔƚıƌ͘ AǇƌıca Ŭaƚıůıŵcıůaƌa çaůıƔŵa haŬŬıŶda biůgi 
ǀeƌiůeƌeŬ aǇdıŶůaƚıůŵıƔ ŽŶaŵůaƌı Ǉaǌıůı ǀe ƐƂǌůƺ ŽŶaŵůaƌı 
aůıŶdı͘ ÖůçeŬůeƌ Ǉƺǌ Ǉƺǌe gƂƌƺƔŵe ǇƂŶƚeŵi iůe ŬaƚıůıŵcıůaƌdaŶ 
aŶŬeƚůeƌiŶ dŽůdƵƌŵaƐı iƐƚeŶeƌeŬ ƚaŵaŵůaŶdı͘ 
Verilerin analizi için SPSS 20.0 (SPSS Inc., Armonk, NY) paket 
ƉƌŽgƌaŵı ŬƵůůaŶıůdı͘ ÖƌŶeŬůeŵ gƌƵbƵŶƵŶ bağıŵƐız 
değiƔŬeŶůeƌ açıƐıŶdaŶ ŶŽƌŵaů dağıůıŵı Kolmogorov-Smirnov 
testi ile incelendi. ÖlçeŬůeƌdeŶ eůde ediůeŶ aůƚ bŽǇƵƚ ƉƵaŶůaƌı 
gƌƵƉůaƌ aƌaƐıŶda OŶe-WaǇ AŶŽǀa ƚeƐƚi iůe ŬaƌƔıůaƔƚıƌıůdı͘ 
CiŶƐiǇeƚ͕ ŵedeŶi dƵƌƵŵ͕ ŵeƐůeŬ ǀe ŬadƌŽ ǇeƌiŶiŶ ƚƺŬeŶŵiƔůiŬ 
ǀe iƔ dŽǇƵŵƵŶƵŶ ŬaƌƔıůaƔƚıƌıůŵaƐı içiŶ bağıŵƐıǌ gƌƵƉůaƌ 
aƌaƐıŶda ƚ ƚeƐƚi ŬƵůůaŶıůdı͘  İƐƚaƚiƐƚiŬƐeů aŶůaŵůıůıŬ için p<0.05 
olarak kabul edildi.  
 
Bulgular 
AƌaƔƚıƌŵaǇa ŬaƚıůaŶ aciů ƐeƌǀiƐ çaůıƔaŶůaƌıŶıŶ йϱϰ͕ϱ’i (n=109) 

ŬadıŶ͕ йϰϱ͕ϱ’i ;ŶсϵϭͿ eƌŬeŬƚi͘ KaƚıůıŵcıůaƌıŶ йϱϮ͕ϱ’i (n=105) 

eǀůi͕ йϰϬ͛ı ;ŶсϴϬͿ beŬaƌ͕ йϳ͕ϱ’i ;ŶсϭϱͿ bŽƔaŶŵıƔƚı͘ YaƔ 

ortalaŵaƐı ϯϭ͕ϱ±6.1 yıů idi͘ KaƚıůıŵcıůaƌıŶ йϲϯ͛ƺ ;ŶсϭϮϲͿ 

doktor, %37’i ;ŶсϳϰͿ heŵƔiƌe ŽůaƌaŬ gƂƌeǀůi͖ ŬaƚıůıŵcıůaƌıŶ 

%72’Ɛi ;ŶсϭϰϰͿ ƐağůıŬ baŬaŶůığı͕ йϮϴ’i (n=56) üniversite 
kadrosunda çaůıƔŵaŬƚaǇdı͘ MeƐůeŬƚe geçirilen süre 
ŽƌƚaůaŵaƐı ϱϴ͕ϳ±13,5 ay ve acil servis çaůıƔaŶı ŽůaƌaŬ geçirilen 

Ɛƺƌe ŽƌƚaůaŵaƐı iƐe ϯϲ͕ϯ ±ϵ͕ϳ aǇ ŽůaƌaŬ bƵůƵŶdƵ͘ ÇaůıƔaŶůaƌıŶ 

sosyodemografik özellikleri Tablo 1’de ƂǌeƚůeŶŵiƔƚiƌ͘ 
KadıŶůaƌıŶ iƔ dŽǇƵŵƵ eƌŬeŬůeƌe gƂƌe daha dƺƔƺŬƚƺ ;ƉсϬ͕ϬϮϭͿ͘ 
Eǀůi ŽůŵaǇaŶůaƌ ;beŬaƌ ǀe bŽƔaŶŵıƔͿ ǀe eǀůi ŽůaŶůaƌ aƌaƐıŶda 
ŬiƔiƐeů baƔaƌı͕ dƵǇgƵƐaů ƚƺŬeŶŵe ǀe dƵǇaƌƐıǌůaƔŵa  açıƐıŶdaŶ 
iƐƚaƚiŬƐeů ŽůaƌaŬ aŶůaŵůı biƌ faƌŬ ƚeƐƉiƚ ediůŵeŵiƔƚiƌ ;ƐıƌaƐı ile 
p=0,085, 0,123, 0,286). HemƔiƌeůeƌde͕ dŽŬƚŽƌůaƌa gƂƌe 
dƵǇgƵƐaů ƚƺŬeŶŵiƔůiŬ ǀe dƵǇaƌƐıǌůaƔŵa iƐƚaƚiŬƐeů ŽůaƌaŬ daha 
dƺƔƺŬ dƺǌeǇde ŽůdƵğƵ ƚeƐƉiƚ ediůdi ;ƉсϬ͕ϬϮϮ ǀe ƉсϬ͕ϬϯϭͿ͘ 
SağůıŬ baŬaŶůığı ŬadƌŽƐƵŶda ǀe ƺŶiǀeƌƐiƚe ŬadƌŽƐƵŶda 
çaůıƔaŶůaƌda dƵǇgƵƐaů ƚƺŬeŶŵe͕ dƵǇaƌƐıǌůaƔŵa ǀe ŬiƔiƐeů 
baƔaƌı aƌaƐıŶda iƐƚaƚiŬƐeů biƌ faƌŬ ƚeƐƉiƚ ediůŵeŵiƔƚiƌ 
(p=0,857, 0,096, 0,256). Acil servis çaůıƔaŶůaƌıŶda ciŶƐiǇeƚ͕ 
medeni durum, meslek ve kadro yeri kriterlerine göre 
dƵǇgƵƐaů ƚƺŬeŶŵe͕ dƵǇaƌƐıǌůaƔŵa ǀe ŬiƔiƐeů baƔaƌı  
ƉƵaŶůaƌıŶıŶ ŬaƌƔıůaƔƚıƌıůŵaƐı TabůŽ 2 ’de ǀeƌiůŵiƔƚiƌ͘ 
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TaƌƚŦƔŵa 
YaƔ͕ cinƐiǇeƚ͕ eğiƚim͕ medeni hal͕ çocƵk ƐaǇıƐı͕ iƔe aƔırı bağlılık 
dƵǇma͕ kiƔiƐel beklenƚi dƺǌeǇi͕ bireǇƐel performanƐ͕ bireǇin 
ego gƺcƺ͕ kiƔilik öǌellikleri͕ iƔe bağlı stres, iƔ doǇƵmƵ ǀe 
motivasyon, çalıƔma arkadaƔları ǀe Ǉöneƚicilerle kƵrdƵğƵ 
iliƔki ǀe ileƚiƔim gibi fakƚörler ƚƺkenmiƔliğin bireǇƐel ǀe ƐoƐǇal 
nedenleri araƐındadır ;ϭϬͿ͘ 
 

 Sayı % 

Cinsiyet   

Kadın  109 54,5 

Erkek  91 45,5 

Medeni durum   

Evli  105 52,5 

Bekar  80 40 

BoƔanmıƔ 15 7,5 

Meslek    

Doktor  126 63 

HemƔire  74 37 

Kadro    

Sağlık Bakanlığı 144 72 

Üniversite  56 28 

Tablo 1. ÇalıƔanların sosyodemografik özellikleri 

 

Literatürdeki çalıƔmalara bakıldığında͖ kadınla erkek 
araƐında ƚƺkenmiƔlik dƵrƵmƵ araƐında farklılık ile ilgili neƚ 
bilgi edinilememiƔƚir͘ Hekimlerle Ǉapılan bir çalıƔmada 
cinƐiǇeƚ ile ƚƺkenmiƔlik araƐında fark görƺlmeƐede 
dƵǇarƐıǌlaƔma ǀe kiƔiƐel baƔarı dƺǌeǇleri araƐında anlamlı 
farklılık gösteren çalıƔmalar bƵlƵnmƵƔ͕ bƵ çalıƔmalarda 
kadınların erkeklere göre daha faǌla dƵǇarƐıǌlaƔƚığı ǀe kiƔiƐel 
baƔarılarının aǌ oldƵğƵ görƺlmƺƔƚƺr ;ϭϭ͕ ϭϮͿ͘ Baǌı 
çalıƔmalarda da ƚƺkenmiƔliğin cinƐiǇeƚe göre iliƔkili 
olmadığını ƐaǀƵnan Ǉa da bƵ farkın önemli olmaǇacak kadar 
aǌ oldƵğƵnƵ belirƚmiƔƚir ;ϭϯ-ϭϱͿ͘ BƵ çalıƔmada liƚeraƚƺr ile 
ƵǇƵmlƵ olarak kadınlarda kiƔiƐel baƔarı erkeklere göre daha 
dƺƔƺk olarak bƵlƵnmƵƔƚƵr͘ Ancak farklı olarak dƵǇarƐıǌlaƔma 
cinƐiǇeƚƚen eƚkilenmemiƔƚir͘ 
Medeni dƵrƵm ƚƺkenmiƔlik ile iliƔkilendirilen bir baƔka kiƔiƐel 
eƚkendir͘ Medeni dƵrƵm ile ƚƺkenmiƔlik dƵrƵmƵ araƐındaki 
iliƔki incelendiğinde͖ eǀli kiƔilerin bekarlara göre ƐorƵnlarla 
baƔa çıkma ǀe kiƔiler araƐı ileƚiƔimde ƐorƵn çöǌme baƔarıƐının 
ǇƺkƐek olmaƐı nedeniyle bekarlara oranla daha az 

ƚƺkenmiƔlik ǇaƔadığı görƺlmƺƔƚƺr͘ HemƔireler ile Ǉapılan bir 
çalıƔmada bekarların eǀlilere oranla daha faǌla ƚƺkenmiƔlik 
ǇaƔadığı görƺlmƺƔƚƺr͘ AkademiƐǇenler ile Ǉapılan bir 
çalıƔmada iƐe bekar olanların dƵǇarƐıǌlaƔma oranlarının eǀli 

olanlara göre daha faǌla oldƵğƵ görƺlmƺƔƚƺr ;ϭϲ-18). Bu 

çalıƔmada ölçeğin ƚƺm alƚ boǇƵƚları medeni dƵrƵmdan 
iƐƚaƚiƐƚikƐel olarak anlamlı Ɣekilde eƚkilenmemiƔƚir ;pхϬ͘ϬϱϬͿ͘ 
 

 

 DT DYS KB 

Cinsiyet    

Kadın 20,0 ±20,8 16,1 ±0,8 20,9 ±1,8 

Erkek 18,6 ±3,8 15,8 ±1,25 26,4 ±1,6 

p 0,201 0,095 0,011 

Medeni durum    

Evli  18,8 ±3,6 16,1 ±2,6 22,7 ±1,3 

Evli değil 20,1 ±2,2 15,6 ±2,1 22,6 ±2,5 

p 0,085 0,123 0,286 

Meslek    

Doktor  22,3 ±1,8 18,47 ±1,4 22,6 ±1,2 

HemƔire  18,1 ±2,5 12,33 ±1,3 23,2 ±2,3 

p 0,022 0,031 0,278 

Kadro    

Üniversite  20,1 ±1,8 15,5 ±3,4 24,5 ±4,1 

Sağlık Bakanlığı  21,2 ±2,5 15,7 ±1,2 26,9 ±2,6 

p 0,857 0,096 0,256 

Toplam 20,2 ±1,9 16,5 ±2,1 26,7 ±3,1 

Kısaltmalar͗ DT:Duygusal tükenme, DYS: duǇarsıǌlaşma ve KB͗kişisel 
başarı͘ 

Tablo 2. Acil servis çalıƔanlarında cinsiyet, medeni durum, meslek ve 

kadro yeri kriterlerine göre duygusal tükenme (DT), dƵǇarƐıǌlaƔma 

(DYS) ve kiƔiƐel baƔarı (KB) pƵanlarının karƔılaƔƚırılmaƐı 

 

Bu çalıƔmanın Ǉapıldığı ilin ƐoƐǇoekonomik dƺǌeǇinin ƺlke 
orƚalamaƐına göre oldƵkça yƺkƐek olmaƐı ile iliƔkili olabilir͘ 
Literatürde medeni durum ile ilgi veriler çeliƔkilidir͘ Baǌı 
çalıƔmalarda eǀli olan grƵpƚa ƚƺkenmiƔlik oranları dƺƔƺk 
tespit edilirken, baǌı çalıƔmalarda da ƚam akƐi ƚeƐpiƚ 
edilmiƔƚir ;ϭϵ-ϮϭͿ͘ Eǀli olan grƵpƚa ƐoƐǇal deƐƚeğin daha 
ǇƺkƐek olmaƐı ǀe ƚƺkenmiƔliğin aǌ ǀe iƔ doǇƵmƵnƵn daha 
faǌla olmaƐı beklenmekƚedir ;ϮϮͿ͘  
Acil servis çalıƔanlarından dokƚor ǀe hemƔirelerin 
karƔılaƔƚırıldığı çalıƔmamıǌda hemƔirelerde dokƚorlara göre 
daha faǌla iƔ doǇƵmƵ͕ daha aǌ dƵǇgƵƐal ƚƺkenme ǀe 
dƵǇarƐıǌlaƔma ƚeƐpiƚ edilmiƔƚir͘ BƵnƵn nedeni olarak͖ 
dokƚorların haƐƚa ƐorƵmlƵğƵnƵn birinci dƺǌeǇde 
Ǉƺklenmeleri͕ haƐƚanın ƚanı ǀe ƚedaǀiƐi Ɛƺrecinde haƐƚa ǀe 
hasta yakınlarının ƵǇƵmƐƵǌlƵğƵ ǀe dokƚorların belirƐiǌ iƔ 
ƚanımı ƐaǇılabilir͘ Diğer acil servis çalıƔanlarının da dahil 
edildiği ǇaǇınlarda da araƔƚırmamıǌda ƚeƐpiƚ eƚƚiğimiǌ dƵrƵm 
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değŝƔŵeŵeŬƚedŝƌ͕ bƵ çaůŦƔŵaůaƌda da acŝů ƐeƌǀŝƐƚe çaůŦƔaŶůaƌ 
aƌaƐŦŶda ƚƺŬeŶŵŝƔůŝŬ ǇaƔaǇaŶ ŵeƐůeŬ gƌƵbƵ dŽŬƚŽƌůaƌdŦƌ 
(23). 
SağůŦŬ baŬaŶůŦğŦ ŬadƌŽƐƵŶda ǀe ƺŶŝǀeƌƐŝƚe ŬadƌŽƐƵŶda 
çaůŦƔaŶůaƌ aƌaƐŦŶda çaůŦƔŵaŵŦǌda aŶůaŵůŦ bŝƌ faƌŬ ƚeƐƉŝƚ 
edŝůŵeŵŝƔƚŝƌ͘ BƵŶƵŶ ŶedeŶŝŶŝŶ ŵeǀcƵƚ ŬadƌŽůaƌŦŶ aǇŶŦ 
hastanede çaůŦƔŵaƐŦ ŶedeŶŝǇůe Žůabŝůŝƌ͘ LŝƚeƌaƚƺƌdeŬŝ 
aƌaƔƚŦƌŵaůaƌda ƺŶŝǀeƌƐŝƚe haƐƚaŶeƐŝŶde çaůŦƔaŶůaƌŦŶ eğŝƚŝŵ ǀe 
aƌaƔƚŦƌŵa haƐƚaŶeůeƌŝŶe gƂƌe daha faǌůa ŝƔ dŽǇƵŵƵ ǀe daha 
aǌ ƚƺŬeŶŵŝƔůŝŬůe ŬaƌƔŦůaƔƚŦğŦ bŝůdŝƌŝůŵeŬƚedŝƌ ;ϮϰͿ͘ 
 
Sonuç 
TƺŬeŶŵŝƔůŝŬ ǇaƔaǇaŶ bŝƌeǇŝŶ ǇaƔadŦğŦ eŵŽƐǇŽŶeů ǇŽƌgƵŶůƵŬ 
bƵŶƵŶ ǇaŶŦŶda fŝǌŝŬsel yorgunluk da getirmektedir. 
TƺŬeŶŵŝƔůŝŬ bŝƌeǇŝŶ Ɛadece fŝǌŝŬƐeů ƐağůŦğŦ açŦƐŦŶdaŶ değŝů aǇŶŦ 
ǌaŵaŶda ƌƵhƐaů ƐağůŦğŦ açŦƐŦŶdaŶ da ƂŶeŵůŝ eƚŬŝǇe ƐahŝƉƚŝƌ͘ 
BƵŶƵŶůa bŝƌůŝŬƚe heŵ ŬŝƔŝƐeů baƔaƌŦƐŦ heŵ de beŶůŝŬ ƐaǇgŦƐŦŶda 
azalmaya neden olabilmektedir. TükenŵŝƔůŝğŝŶ çaůŦƔŵa 
haǇaƚŦ ƺǌeƌŝŶe eƚŬŝůeƌŝ͖ ŵeƐůeŬŝ baƔaƌŦŶŦŶ aǌaůŵaƐŦ͕ hŝǌŵeƚ 
ƐƵŶƵůaŶ ŬŝƔŝůeƌe ǇeƚeƌƐŝǌ ŝůgŝ͕ ŝƔe deǀaŵƐŦǌůŦŬ ǀe ŝƔ değŝƔƚŝƌŵe 
ŝƐƚeğŝŶŝŶ ŽůƵƔŵaƐŦ ƔeŬůŝŶde ƐŦƌaůaŶabŝůŝƌ͘ BŝƌeǇŝŶ ŝƔ 
performansŦŶdaŬŝ değŝƔŝŵ ƚƺŬeŶŵŝƔůŝğŝŶ ŝƔ ƺǌeƌŝŶdeŬŝ eŶ 
önemůŝ ǀe eŶ beůŝƌgŝŶ eƚŬŝůeƌŝŶdeŶ bŝƌŝdŝƌ͘ BeŶǌeƌ ƔeŬŝůde ŝƔ 
haǇaƚŦŶdaŬŝ geůŝƔŵeůeƌ͕ bŝƌeǇŝŶ ŝƔ dŦƔŦŶdaŬŝ haǇaƚŦŶŦ da 
doğƌƵdaŶ eƚŬŝůeǇeceŬƚŝƌ͘ TƺŬeŶŵŝƔůŝŬ ƐeŶdƌŽŵƵ Ɛadece 
çaůŦƔaŶ ƐağůŦğŦ değŝů͖ aǇŶŦ ǌaŵaŶda ƚedaǀŝŶŝŶ ŶŝƚeůŝğŝŶŝ 
dƺƔƺƌeƌeŬ haƐƚa ƐağůŦğŦŶda da Žlumsuzluklara yol 
açabŝůŵeŬƚedŝƌ͘ HaǇaƚŝ ƂŶeŵ ƚaƔŦǇaŶ acŝů ƐeƌǀŝƐ hŝǌŵeƚůeƌŝŶŝŶ 
nitelikli bir biçimde sürdürülebilmesi için acil servis 
ƉeƌƐŽŶeůŝŶŝŶ ƚƺŬeŶŵŝƔůŝŬ ǇaƔaŵaŵaƐŦ ƂŶeŵůŝdŝƌ͘ BƵ aŵaçla 
ƚƺŬeŶŵŝƔůŝŬ ŝçin risk faktörlerinin belirlenmesi, çaůŦƔŵa 
ŬŽƔƵůůaƌŦŶda ŝǇŝůeƔƚŝƌŝůŵeŶŝŶ ƐağůaŶŵaƐŦ ǀe ƂŶůeŵůeƌŝŶ 
aůŦŶŵaƐŦ ǇeƌŝŶde ŽůacaŬƚŦƌ͘ 
 
ÇŦŬĂƌ ÇĂƚŦƔŵĂƐŦ͗ Yaǌaƌ çŦŬaƌ çaƚŦƔŵaƐŦ bŝůdŝƌŵeŵŝƔƚŝƌ͘ 
 
FŝŶĂŶƐĂů DĞƐƚĞŬ BĞǇĂŶŦ͗ Yazar finansal destek 
bŝůdŝƌŵeŵŝƔƚŝƌ͘ 
 
YĂǌĂƌůĂƌŦŶ KĂƚŬŦƐŦ͗ YaǌŦ ƚeŬ ǇaǌaƌůŦdŦƌ͘  

 
EƚŝŬ BĞǇĂŶŦ͗ BƵ çaůŦƔŵa ŝçŝŶ üçüncü basamak bir hastanenin 
KůŝŶŝŬ AƌaƔƚŦƌŵaůaƌ EƚŝŬ KƵƌƵůƵ͛ŶdaŶ Taƌŝh͗ 20.02.2019 ve 
SaǇŦ͗ 79 ŝůe ŽŶaǇ aůŦŶŵŦƔƚŦƌ͘ Yaǌaƌ aƌaƔƚŦƌŵa ǀe ǇaǇŦŶ eƚŝğŝ 
ŬƵƌaůůaƌŦŶa ƵǇƵůdƵğƵŶƵ beǇaŶ edeƌ͘ 
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CASE REPORT / OLGU SUNUMU 

 

An Unfortunate Coexistence, Ischemic Stroke While Driving. How Often? How Deadly? A 
Case Report  
Talihsiz Bir Birliktelik, Direksiyon BaƔıŶda İskemik İnme. Ne Kadar Sık͍ Ne Kadar Ölümcül? Bir Olgu Sunumu 
UğƵƌ YaƐiŶ AŬgƺŶ1 ͕ Haƚice ŞeǇŵa AŬça1 ͕ Faƚŵa KŽůbaƔ1 , Serdar Özdemir1 ͕ AbdƵůůah AůgıŶ1 , Serkan Emre 
EƌŽğůƵ1  

 
ABSTRACT 

Aim: We aimed to present a case brought to our 
emergency department by 112 teams due to a traffic 
accident and diagnosed with ischemic stroke as a result of 
medical evaluation. 

Case Report : A 57-year-old male patient was brought to 
the emergency room by ambulance due to a traffic accident. 
The Glasgow Coma Scale (GCS)  score was calculated 11. The 
patient with right central facial paralysis had almost 
complete loss of strength in the right upper and lower 
extremities. Acute pathology was not detected in non-
contrast Computerized tomography (CT). Anjio tomography 
was reported as the changes that are compatible with the 
atheroma plaque which creates a moderate luminal 
narrowing are seen within approximately 5 mm segment at 
M1 level of the left middle cerebral artery. The patient who 
was diagnosed with ischemic stroke was consulted to the 
neurologist, latter interventional radiology consultation was 
requested for the indication of thrombectomy After 
successful recanalization, he was admitted to the neurology 
intensive care unit (ICU).  He was discharged with a GCS 
score of 15, complete decrease in sensory and motor deficits 
and partial improvement in aphasia 96 hours after his 
admission to the emergency department.  Afterwards, he 
was called for neurology outpatient clinic. 

Conclusion: Stroke and traffic accidents are accepted 
among the major health problems world wide. Although the 
health problems associated with traffic accidents are mostly 
caused by the primary and secondary effects of trauma, the 
fact that accidents can occur as a result of medical conditions 
should be kept in mind.  
Key words: Ischemic stroke, traffic accidents, 
unconsciousness 
 
 
 

 
 
 
 
 
 
 
 

ÖZ 
Amaç: TƌafiŬ ŬaǌaƐı ŶedeŶi iůe aciů ƐeƌǀiƐiŵiǌe ϭϭϮ 

eŬiƉůeƌiŶce geƚiƌiůeŶ͕ ƚıbbi değeƌůeŶdiƌŵe ŶeƚiceƐiŶde 
iƐŬeŵiŬ iŶŵe ƚaŶıƐı ŬŽǇdƵğƵŵƵǌ biƌ ǀaŬaǇı ƐƵŶŵaǇı 
aŵaçůadıŬ͘ 

Olgu Sunumu: ϱϳ ǇaƔıŶda eƌŬeŬ haƐƚa͕ ƚƌafiŬ ŬaǌaƐı 
nedeniyle ambulansla acil servise getirildi. GKS (glasgow 
ŬŽŵa ƐŬaůaƐıͿ ƐŬŽƌƵ ϭϭ ŽůaƌaŬ heƐaƉůaŶdı͘ Sağ ƐaŶƚƌaů faƐiǇaů 
ƉaƌaůiǌiƐi ŽůaŶ haƐƚaŶıŶ Ɛağ ƺƐƚ ǀe aůƚ eŬƐƚƌeŵiƚeůeƌiŶde 
ŶeƌedeǇƐe ƚaŵaŵeŶ gƺç ŬaǇbı ǀaƌdı͘ KŽŶƚƌaƐƚƐıǌ biůgiƐaǇaƌůı 
beǇiŶ ƚŽŵŽgƌafiƐiŶde ;BTͿ aŬƵƚ ƉaƚŽůŽji ƐaƉƚaŶŵadı͘ Seƌebral 
anjio-tomografisinde sol orta serebral arter M1 seviyesinde 
ǇaŬůaƔıŬ ϱ ŵŵ ůiŬ ƐegŵeŶƚƚe ıůıŵůı ůƺŵeŶ daƌaůŵaƐı ŽůƵƔturan 
aƚeƌŽŵ Ɖůağı iůe ƵǇƵŵůƵ ŽůabiůeceŬ değiƔiŵůeƌ iǌůeŶŵeŬƚe idi͘  
İƐŬeŵiŬ iŶŵe ƚaŶıƐı aůaŶ haƐƚa ŶƂƌŽůŽji iůe ŬŽŶƐƺůƚe ediůdi͕ 
trombeŬƚŽŵi eŶdiŬaƐǇŽŶƵ içiŶ giƌiƔiŵƐeů ƌadǇŽůŽji 
ŬŽŶƐƺůƚaƐǇŽŶƵ iƐƚeŶdi͘ BaƔaƌıůı biƌ ƌeŬaŶaůiǌaƐǇŽŶdaŶ ƐŽŶƌa 
ŶƂƌŽůŽji ǇŽğƵŶ baŬıŵ ƺŶiƚeƐiŶe ;YBÜͿ ŬabƵů ediůdi͘ Aciů 
ƐeƌǀiƐe baƔǀƵƌƵƐƵŶdaŶ ϵϲ Ɛaaƚ ƐŽŶƌa GůaƐgŽǁ KŽŵa SŬaůaƐı 
(GKS) skoru 15, duyu ve motor defisitleƌiŶde ƚaŵ dƺƔƺƔ ǀe 
afaǌide ŬıƐŵi dƺǌeůŵe iůe ƚabƵƌcƵ ediůdi͘ Daha ƐŽŶƌa ŶƂƌŽůŽji 
ƉŽůiŬůiŶiğiŶe ŬŽŶƚƌŽůe çağıƌıůdı͘ 

Sonuç: İŶŵe ǀe ƚƌafiŬ Ŭaǌaůaƌı͕ dƺŶǇa çaƉıŶda ƂŶeŵůi 
ƐağůıŬ ƐŽƌƵŶůaƌı aƌaƐıŶda ŬabƵů ediůŵeŬƚediƌ͘ TƌafiŬ Ŭaǌaůaƌı 
iůe iůiƔŬiůi ƐağůıŬ ƐŽƌƵŶůaƌı çŽğƵŶůƵŬůa ƚƌaǀŵaŶıŶ biƌiŶciů ǀe 
iŬiŶciů eƚŬiůeƌiŶdeŶ ŬaǇŶaŬůaŶƐa da͕ ŬaǌaůaƌıŶ ƚıbbi dƵƌƵŵůaƌ 
ƐŽŶƵcƵŶda ŽƌƚaǇa çıŬabiůeceği aŬıůda ƚƵƚƵůŵaůıdıƌ͘ 
Anahtar kelimeler: İƐŬeŵiŬ inme, ƚƌafiŬ Ŭaǌaůaƌı, ƔƵƵƌ 
bƵůaŶıŬůığı 
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Introduction 
Stroke and traffic accidents are among the major health 
problems worldwide. However, a stroke at the wheel and a 
traffic accident as a result of the related health problem are 
rare. We aimed of the study to present a case brought to our 
emergency department by 112 teams due to a traffic 
accident and diagnosed with ischemic stroke as a result of 
medical evaluation. 
 
Case Report 
A 57-year-old male patient was brought to the emergency 
room by ambulance due to a traffic accident. The accident 
was reported to have occurred approximately 30 minutes 
before the emergency department admission. According to 
the information obtained from the ambulance crew, it was 
learned that the injured was a truck driver, there were no 
other passengers in the vehicle, and that the truck hit the 
barriers as a result of a unilateral traffic accident. It was 
reported that the vehicle did not roll over and the incident 
was not high-energy trauma as a result of the evaluation of 
the scene by the medical team. It was stated that there was 
no evidence of alcohol or substance use at the scene. Due to 
the low Glasgow Coma Scale (GCS) score and lack of relatives 
on arrival, the personal and family medical history could not 
be obtained. 
In his vital parameters, arterial blood pressure was 129/78 
mmHg, fingertip oxygen saturation was 93%, heart rate was 
69 beats/minute and blood sugar was 116 mg/dl. 
Electrocardiography was evaluated as sinus rhythm with 
normal (1:1) AV conduction, ST segment change was not 
observed. The GCS score was calculated 11, as motor 
response was 5, verbal response was 2 and eye response was 
4. The patient was aphasic, prone to sleep and eyes were 
deviated to the left. The patient with right central facial 
paralysis had almost complete loss of strength in the right 
upper and lower extremities (2/5). There was no evidence of 
active bleeding, and bone deformity was not observed. 
Other systemic examinations were normal. Routine 
laboratory examination results including complete blood 
count, venous blood gas, coagulation parameters, liver and 
kidney function tests, and blood electrolytes were within the 
normal range. In the patient who was evaluated for the 
imaging of cranial computed tomography (CT) and latter 
cranial and cervical CT angiography (CTA), acute pathology 
was not detected in non-contrast CT. CTA was reported as 
the changes that are compatible with the atheroma plaque 
which creates a moderate luminal narrowing are seen within 
approximately 5 mm segment at M1 level of the left middle 
cerebral artery (Figure.1). The National Institutes of Health 
Stroke Scale (NIHSS) score was calculated to 25. CT imaging 
of thorax, cervical vertebra, thoracic vertebra, lumbal 
vertebra, pelvis with contrast upper and lower abdomen, 
was evaluated in the patient considering the possibility of 

multiple trauma as a result of the failure to fully explain the 
occurrence mechanism of the accident. No pathology was 
detected secondary to trauma. 

 
Figure.1 Middle cerebral artery occlusion 

 
The patient who was diagnosed with ischemic stroke was 
consulted to the neurologist, latter interventional radiology 
consultation was requested for the indication of 
thrombectomy. He was evaluated as a candidate for 
thrombectomy by radiologist, was referred to the stroke 
center for the intervention. After successful recanalization, 
he was admitted to the neurology intensive care unit (ICU). 
NIHSS score was calculated as 9 in the Neurology ICU. In the 
patient who underwent transthoracic echocardiography in 
the ICU, normal left ventricular systolic function, stage 1 
diastolic dysfunction, ascending aorta diameter 47mm and 
dilatation in ascending aorta were detected. As a result of 
the improvement in his clinic, the patient was admitted to 
the neurology service 48 hours after the emergency room 
admission. Control physical examination of the patient made 
by neurologist was noted to the clinical follow-up as 
consciousness was clear, cooperative, taking triple 
commands, no motor and sensory deficits, and aphasia 
improved partially. On the absence of an additional 
pathology developed and improvement was observed in the 
clinical condition of the patient whose general condition was 
stable in the follow-up; he was discharged 96 hours after the 
emergency room admission with the acetylsalicylic acid 
100mg po 1*1, pantoprazole 40mg po 1*1, Benexol-B12 
250/250/1mg po 1*1 prescription and recommendations. 
Afterwards, he was called for neurology outpatient clinic. 
Written informed consent was obtained from the patient. 
 
Discussion 
According to the American Heart Association and American 
Stroke Association 2019 data, stroke is the fifth leading 
cause of death in the United States and is the primary cause 
of disability for adults. Approximately 800,000 people 
experience new or recurrent strokes every year. 87% of 
attacks occur as ischemic stroke, 10% intracranial 
hemorrhage (ICH) and 3% subarachnoid hemorrhage (SAH). 
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On average, every 40 seconds, a citizen of the United States 
suffers a stroke. There is a decrease in the frequency of 
occurrence since 1950s. The first stroke rate per 1000 people 
is 5.3 in men and 5.1 in women. Stroke risk can be attributed 
to about 90% modifiable risk factors such as hypertension, 
obesity, hyperglycemia, liperlipidemia and renal 
dysfunction. Hypertension is a strong risk factor for both 
ischemic stroke and intracranial bleeding. Behavioral risk 
factors such as smoking, sedentary lifestyle and unhealthy 
diet are also associated with stroke risk by 74% (1). 
In our case report, ourpatient's absence of additional disease 
and relatively low accident severity prevented us from 
encountering different results. Our patient was able to 
recover without sequelae with early diagnosis. An 11-year-
old boy who did not experience any headache after head 
injury was diagnosed with ischemic stroke (2).Trauma 
questioning would be easier especially in patients who are 
conscious and cooperative. Stroke discrimination that 
develops before or after trauma is also important.   
 In the study of Inoue et al., only 2 (16.7%) of 12 patients 
caused an accident. However, since cases are limited to 
patients in the rehabilitation center, mild cases that do not 
apply to the center or fatal cases have been ignored. One of 
the main causes of traffic accidents is sudden onset diseases 
that occur at a rate of about 10% while driving (3). In a 
retrospective study conducted by Inamasu et al. in Japan on 
2145 stroke patients who applied to the emergency 
department, 85 patients (4%) were informed that they had a 
stroke while driving. 63 patients (74%) were diagnosed with 
ischemic stroke, 20 patients (23,5%) ICH and 2 (2.5%) 
patients were diagnosed with SAH. 14 (16%) of the patients 
who had a stroke while driving caused an accident. The 
number of patients (23,5%) with altered consciousness is 
20(4). Although more studies are needed on the subject, it 
has not been concluded that driving is an absolute risk factor 
for ischemic stroke. It can be difficult to determine the exact 
rate of stroke associated with driving. Other causes likely to 
increase the likelihood of a stroke and traffic accident should 
also be considered. However, as the elderly population of 
the world continues to increase at an unprecedented rate, it 
is expected that the 4% stroke rate associated with driving 
will increase(4). 
The timely diagnosis of ischemic stroke in our patient led to 
early treatment and early neurological recovery. Low GCS in 
patients with multitrauma may not always be associated 
with trauma. 
Although deaths in traffic are mainly secondary to trauma, 
some deaths occur as a result of a disease suddenly affecting 
the driver. In the retrospective study in which Buttner et al. 
evaluated approximately 35 thousand cases over a 15-year 
period, 0.4% of deaths were detected as sudden natural 
death at the wheel. The incidence was found to be similar 
(0.2ʹ1.3%) with other case series investigated. The 

underlying medical conditions include mainly cardiovascular 
and cerebrovascular diseases, and rarely seizures and 
diabetes. A collision occurred in 37% of the cases. The rate 
of cerebrovascular diseases in the underlying medical 
conditions was 5.4% (5).  There was no known comorbid 
disease in our patient. 
We should also consider ischemic stroke in the first-visit 
physical examination of trauma patients who may develop 
many additional pathologies including long-term follow-up 
rhabdomyolysis (6,7). Rhabdomyolysis clinic was not 
observed in our patient. 
In another study conducted by Tervo et al. on sudden natural 
death behind the wheel in Finland, the rate of deaths due to 
the underlying medical conditions was found to be 11%. 
Although previous studies reveal that only 0.5-3% of driver 
deaths are due to medical conditions, the rate has similar to 
10% in another two-case series in Finland. The difference 
and increase in rates have been attributed to the fact that 
the Finnish accident investigation protocol is very strict and 
that every fatal accident is carefully investigated. In the 
study, cerebrovascular diseases were 5.5% in the etiology of 
fatal traffic accidents and were ranked second among the 
underlying medical conditions (8).  
In Australia, Brodie and his colleagues also conducted a 
study at the wheel with a sudden natural mortality rate of 
10.3%. Similar to other studies, cardiovascular diseases were 
included in the first step of sudden natural deaths; the 
mortality rate due to cerebrovascular diseases was found to 
be 7% among the underlying medical conditions (9). It has 
been seen that there is a need for extensive studies covering 
the pre-hospital and post-hospital period. We think that our 
case presentation with good clinical outcomes will 
contribute to the literature. 
 
Conclusion 
Stroke and traffic accidents are accepted among the major 
health problems world wide. Although the health problems 
associated with traffic accidents are mostly caused by the 
primary and secondary effects of trauma, the fact that 
accidents can occur as a result of medical conditions should 
be kept in mind.  
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Patients Are Not Always Honest! Case Report 
Hastalar Yalan Söyler: Olgu Sunumu 
Çağƌı KŽŬŬŽǌ1 , AƐůı ŞeŶeƌ2 , Tanzer Korkmaz2  

 
ABSTRACT 

Aim: Methanol intoxication is well known for its ocular, 
neurologic, metabolic and gastrointestinal findings but 
cardiac effects are rarely found in literature. Patients often 
admit to hospital with a witnessed alcohol intake history.  

Case Report: This case had admitted to the hospital with 
back pain. He had ST segment elevated myocardial infarction 
(STEMI). According to the clinical findings, methanol 
intoxication was also detected. Case A 34 years old male 
patient was admitted to the hospital with severe back pain 
via ambulance. He was oriented and cooperated. His GCS 
score was 15. His vital findings revealed TA 90/50 mmHg, 
blood oxygen saturation 92%, pulse 110/bpm. On 
electrocardiography (ECG) inferolateral ST elevation was 
noted. During monitorization, lack of eye contact continued, 
he stated that he lost sight for 3 hours. He stated that he had 
consumed a bottle of cologne (the size of the bottle is 
ƵŶcůeaƌͿ ƚhe Ŷighƚ befŽƌe͘ The ƉaƚieŶƚ͛Ɛ bůŽŽd gaƐ ƚeƐƚ 
revealed pH 6,8, HCO3 6, base excess -34mmol/l. On 
biochemical examination, blood urea nitrogen (BUN) was 42 
mg/dl, creatinine was 1,1 mg/dl. His complete blood count 
revealed hemoglobin 14,5 g/dl and white blood cell (WBC) 
16,500/mm3. The blood methanol level at admission was 
156 mg/ml.  

Conclusion: The ECG findings of methanol intoxication 
are limited. Previous reports have documented axis 
variations, non-specific T wave changes, QRS complex 
alterations and prolonged QTc intervals. Taking into 
consideration the limited number of these cases in 
literature, the systematic ECG analysis of this population has 
not been reported yet. In coronary angiography, it is shown 
that all the coronary vessels were normal.  

Physicians should always be alert for alternative 
diagnosis and should take detailed anamnesis. Our sustained 
clinical suspicion of a patient with an obvious different 
diagnosis has taken us to another and accurate result. 

Keywords: Methanol, intoxication, acute coronary 
syndrome 

 
 

ÖZ 
Amaç: Metanol zehirlenmesi oküler, nörolojik, metabolik 

ve gaƐƚƌŽiŶƚeƐƚiŶaů bƵůgƵůaƌı iůe iǇi biůiŶiƌ͕ faŬaƚ ŬaůƉ eƚŬiůeƌi 
ůiƚeƌaƚƺƌde Ŷadiƌ gƂƌƺůŵeŬƚediƌ͘ HaƐƚaůaƌ ƐıŬůıŬůa ƚaŶıŬůı aůŬŽů 
aůıŵ ƂǇŬƺƐƺ iůe haƐƚaŶeǇe baƔǀƵƌŵaŬƚadıƌ͘  

Olgu Sunumu: BƵ ǀaŬa Ɛıƌƚ ağƌıƐı iůe haƐƚaŶeǇe baƔǀƵƌdƵ͘ 
ST segment yükselmeli miyokard infarktüsü (STEMI) tespit 
edildi. Klinik bulgulara göre, metanol zehirlenmesi de 
ƐaƉƚaŶdı͘ VaŬa ϯϰ ǇaƔıŶda eƌŬeŬ haƐƚa aŵbƵůaŶƐůa ağıƌ beů 
ağƌıƐı ƔiŬaǇeƚi iůe haƐƚaŶeǇe Ǉaƚıƌıůdı͘ OƌǇaŶƚe ǀe ŬŽŽƉeƌeǇdi͘ 
GCS ƐŬŽƌƵ ϭϱ idi͘ HaǇaƚi bƵůgƵůaƌı TA ϵϬͬϱϬ ŵŵHg͕ kan 
ŽŬƐiũeŶ ƐaƚƺƌaƐǇŽŶƵ й ϵϮ͕ Ŷabıǌ ϭϭϬͬbƉŵ ŽůdƵğƵ gƂƌƺůdƺ͘ 
Elektrokardiyografide (EKG) inferolateral ST yükselmesi 
ŬaǇdediůdi͘ MŽŶiƚƂƌiǌaƐǇŽŶ ƐıƌaƐıŶda gƂǌ ƚeŵaƐı eŬƐiŬůiği 
deǀaŵ eƚƚi͕ gƂƌƺƔƺŶƺ ƐŽŶ ϯ Ɛaaƚƚiƌ ŬaǇbeƚƚiğiŶi beůiƌƚƚi͘ Biƌ 
gece ƂŶce biƌ ƔiƔe ŬŽůŽŶǇa içƚiğiŶi ;ƔiƔeŶiŶ bƺǇƺŬůƺğƺ beůůi 
değiůͿ ifade eƚƚi͘ HaƐƚaŶıŶ ŬaŶ gaǌı ƚeƐƚi ƉH ϲ͕ϴ͕ HCO3 6, baz 
faǌůaůığı -34mmol/l olarak gösterdi. Biyokimyasal incelemede 
kan üre azotu (BUN) 42 mg/dl, kreatinin 1,1 mg/dl idi. Tam 
ŬaŶ ƐaǇıŵı heŵŽgůŽbiŶ ϭϰ͕ϱ gͬdů ve beyaz kan hücresi (WBC) 
16,500/mm3 idi͘ GiƌiƔ ƐıƌaƐıŶdaŬi ŬaŶ ŵeƚaŶŽů ƐeǀiǇeƐi ϭϱϲ 
mg/ml idi. 

Sonuç: MeƚaŶŽů ǌehiƌůeŶŵeƐiŶiŶ EKG bƵůgƵůaƌı ƐıŶıƌůıdıƌ͘ 
ÖŶceŬi ƌaƉŽƌůaƌda͕ eŬƐeŶ değiƔiŬůiŬůeƌi͕ ƐƉeƐifiŬ ŽůŵaǇaŶ T 
daůgaƐı değiƔiŬůiŬůeƌi͕ QRS ŬaƌŵaƔıŬ değiƔiŬůiŬůeƌi ǀe ƵǌƵŶ QTc 
aƌaůıŬůaƌı ŬaǇdediůŵiƔƚiƌ͘ LiƚeƌaƚƺƌdeŬi bƵ ǀaŬaůaƌıŶ ƐıŶıƌůı 
ƐaǇıda ŽůdƵğƵ gƂǌ ƂŶƺŶe aůıŶdığıŶda͕ bƵ ƉŽƉƺůaƐǇŽŶƵŶ 
ƐiƐƚeŵaƚiŬ EKG aŶaůiǌi heŶƺǌ biůdiƌiůŵeŵiƔƚiƌ͘ KŽƌŽŶeƌ 
aŶũiǇŽgƌafide ƚƺŵ ŬŽƌŽŶeƌ daŵaƌůaƌıŶ ŶŽƌŵaů ŽůdƵğƵ 
gƂƐƚeƌiůŵiƔƚir. 
DŽŬƚŽƌůaƌ aůƚeƌŶaƚif ƚaŶı içiŶ heƌ ǌaŵaŶ ƵǇaŶıŬ Žůŵaůı ǀe 
deƚaǇůı aŶaŵŶeǌ aůŵaůıdıƌ͘ BeůiƌgiŶ͕ faƌŬůı biƌ ƚaŶıƐı ŽůaŶ biƌ 
haƐƚaŶıŶ ƐƺƌeŬůi ŬůiŶiŬ ƔƺƉheƐi biǌi baƔŬa ǀe dŽğƌƵ biƌ ƐŽŶƵca 
götürdü. 

Anahtar kelimeler: Metanol, intoksikasyon, akut koroner 
sendrom 
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Introduction 
Methyl alcohol (methanol) is a toxic, colorless and odorless 
chemical substance which tastes like ethyl alcohol. This 
substance is used in anti-freeze solutions, solvents and many 
other materials like cologne [1]. Methanol intoxication 
occurs due to formation of formic acid and formaldehit 
which results in metabolic acidosis [2]. Formic acid 
accumulation promotes systemic symptoms whereas 
formaldehit leads to tissue hypoxia via inhibiting 
mitochondrial respiration and so increasing lactate 
production [3]. Symptoms generally occur following 12-24 
hours of oral intake due to the slow degradation of methanol 
to its toxic substances; formaldehit and formic acid [4]. 
Subsequent to latent period, broad spectrum of clinical 
features from headache to death is seen associated mostly 
with neurologic and ocular findings [5]. 
Methanol intoxication is well known for its ocular, 
neurologic, metabolic and gastrointestinal findings but 
cardiac effects are rarely found in literature [6]. Patients 
often admit to hospital with a witnessed alcohol intake 
history. Altered conscious or atypical symptoms and findings 
may also be present. This case had admitted to the hospital 
with back pain. He had ST segment elevated myocardial 
infarction [STEMI]. Although the patient did not give any 
information about alcohol intake, with clinical findings, 
methanol intoxication was also detected. We suggest to 
emphasize the possibility and importance of concomitant 
life-threatening diseases especially when the patient has a 
very precise diagnosis. 
 
Case Report 
A 34 years old male patient was admitted to the hospital 
with severe back pain, perspiration and general condition 
disorder via ambulance. He was agitated and he had 
hyperhidrosis. He was oriented and cooperated. His GCS 
score was 15. His vital findings revealed TA 90/50 mmHg, 
blood oxygen saturation 92%, pulse 110/bpm. On 
oscultation, bilateral pulmonary rales were detected. On 
electrocardiography [ECG] inferolateral ST elevation was 
noted and the patient was consulted to Cardiology 
department.  Coronary angiography [CAG] was planned 
[Fig.1]. On physical examination, many incisive scars were 
seen on chest anterior wall and on arms. While taking history 
dƵe ƚo ƚhe Ɖaƚienƚ͛Ɛ acidoƚic ƌeƐƉiƌaƚion͕ diƐƌƵƉƚed eǇe 
contact and agitation, drug or alcohol abuse was suspected. 
The patient insistently denied. During monitorization, lack of 
eye contact continued, the patient is questioned whether he 
could see, and he stated that he lost sight for 3 hours and 
everywhere seemed all white. Methanol intoxication 
suspicion rouse and the patient was questioned for cologne 
intake. He stated that he had consumed a bottle of cologne 
[the size of the bottle is unclear] the night before. It was 

learned that the patient was a chronic alcohol consumer 
when his relatives arrived to the emergency department. 
The Ɖaƚienƚ͛Ɛ blood gaƐ ƚeƐƚ ƌeǀealed ƉH ϲ͘ϴ͕ HCOϯ ϲ͕ baƐe 
excess -34mmol/l. On biochemical examination, blood urea 
nitrogen [BUN] was 42 mg/dl, creatinine was 1,1 mg/dl. His 
complete blood count revealed hemoglobin 14.5 g/dl and 
white blood cell [WBC] 16.500/mm3.  Other laboratory tests 
were normal. The patient was intubated after deepening of 
acidotic respiration and tachypnea of 20/min.  The patient is 
diagnosed as methanol intoxication and medical treatment 
was started. CAG was done and the patient was transferred 
to intensive care unit. CAG revealed global hypokinetic and 
dilated cardiomyopathy without any coronary artery 
pathologies. During intensive care unit follow up, increased 
intravenous hydration, NaHCO3, ethanol, Fomepizol and 
venovenous hemodiafiltration was done. Methanol blood 
level cannot be measured in our hospital. The patient is 
accepted as forensic case so blood sample was sent for 
testing to Forensic Medicine laboratory. The result was 
obtained the next day. 
The blood methanol level at admission was 156 mg/ml. The 
fourth day measure was 10mg/dl. Unfortunately, the patient 
died at the end of the fourth day of hospitalization. Written 
informed consent was obtained from the relatives of patient. 
 
Discussion 
Acidosis is well established in methanol intoxication but the 
real cause- whether it is due to formic or lactic acid 
formation- is still unclear [7]. Independent from the etiology, 
it is well known that metabolic acidosis has negative impacts 
on cardiovascular system. Cardiac contraction and flow 
decrease and arterial vasodilation that contributes 
hypotension occurs [8]. In animal models of metabolic 
acidosis, ventricular arrhythmia tendency is often seen [8]. 
The ECG findings of methanol intoxication are limited. 
Previous reports have documented axis variations, non-
specific T wave changes, QRS complex alterations and 
prolonged QTc intervals [9-10]. Taking into consideration the 
limited number of these cases in literature, the systematic 
ECG analysis of this population has not been reported yet. 
There is not an association between metabolic acidosis and 
ECG changes. 
In animal models, response to methanol exposure, cardiac 
dilatation and myocyte degeneration have been reported 
[11]. In a study of dogs, intravenous methanol injection 
resulted in decreased cardiac flow, stroke volume and 
systemic arterial pressure and increased total peripheral 
resistance [9]. With these findings, we can speculate that 
methanol intoxication has a depressive effect on 
myocardium in humans. In another study, it is stated that 
methanol intoxication may cause minor changes [10]. 
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The ECG of our case revealed inferolateral ST elevation; 

however, in CAG, it is shown that all the coronary vessels 

were normal and the left ventricle was globally hypokinetic.  

 

 
Figure 1. T segment elevation at DII, DIII, aVF, V5 and V6 derivations 

The concomitance of enhancement of these ECG and clinical 

findings of the patient, it is speculated that the findings were 

associated with methanol intoxication. Methanol and formic 

acid may both depress cardiac pace and myocardium 

contraction [9]. Since formic acid may inhibit cytochrome 

oxidase activity in mitochondria, it has the potential to 

promote histotoxic hypoxia if this inhibition takes place in 

the terminal stage of respiratory chain [12]. Sympatic system 

activation results in pulmonary hypertension and may 

trigger right atrial overload and right ventricle pause [9].This 

presented case is the only patient with ST elevation detected 

in ECG with methanol intoxication reported in literature. 

As a conclusion, methanol intoxication still surprises with 

novel clinical findings. This case is one of these. One should 

always be alert for alternative diagnosis and should take 

detailed anamnesis. Our sustained clinical suspicion of a 

patient with an obvious different diagnosis has taken us to 

another and accurate result. 
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CASE REPORT / OLGU SUNUMU 

 

Rare Coexistence of Acute Pulmonary Embolism and Type B Aortic Dissection 

AkƵƚ PƵůŵŽŶeƌ EŵbŽůi İůe TiƉ B AŽƌƚ DiƐekƐiǇŽŶƵŶƵŶ Nadiƌ Biƌůikƚeůiği 
Engin Özakın1 , Sevinç Erdem 1  

 

ABSTRACT 

Aim: Signs and symptoms of pulmonary embolism and 
aortic dissection are similar, and mortality is high in both 
cases. Co-diagnosis is rare and, if diagnosed, creates a 
treatment dilemma. Computed tomography is the most used 
imaging method in both diagnoses, and bedside ultrasound 
imaging is also very useful for emergency physicians. Our 
case is an 87-year-old male patient with pulmonary 
embolism and aortic dissection.  

Case Report: An 87-year-old male patient was admitted 
to our emergency department with speech impairment and 
ab altered state of consciousness. The patient had a history 
of hypertension, coronary artery disease, and diabetes 
mellitus. The patient's initial vital measurements were 
hypotensive and tachycardic. Chest radiography showed 
prominence in the aorta and deviation to the right in the 
esophagus and trachea. Appearance compatible with 
uncompressible thrombus in both lower femoral veins on 
bedside ultrasound imaging and ECHO showed dilatation in 
the right chambers of the heart and enlargement in the 
aortic outlet. Computed tomography angiography revealed 
aneurysmatic dilatation at the outlet of the aorta and 
dissection in the descending aorta, as well as a thrombus in 
the left main pulmonary artery and segmental branches. 

Conclusion: It should be kept in mind that different 
diagnoses can be seen together in patients admitted to the 
emergency department. Even if a diagnosis explaining the 
clinic is made in the patient, the presence of a second 
underlying diagnosis should not be ignored. 

Keywords: Pulmonary embolism, aortic dissection, 
coexistence, imaging 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

ÖZ 

Amaç: Pulmoner emboli ve aort diseksiyonu belirti ve 
bulguları birbirine benzer, ve her iki durumda da mortalite 
yüksektir. Birlikte tanısı nadirdir ve tanı alması durumunda 
tedavi açısından ikilem yaratır. Her iki tanıda da bilgisayarlı 
tomografi en çok kullanılan görüntüleme yöntemidir, acil 
hekimleri için yatak başı ultrason görüntülemesi de tanıda 
oldukça faydalıdır.  Olgumuz pulmoner emboli ve aort 
diseksiyonu birlikteliği olan ϴϳ yaşında erkek hastadır.  

Olgu Sunumu: Seksen yedi yaşında erkek hasta konuşma 
bozukluğu ve bilinç durum değişikliği ile acil servisimize 
başvurdu. Hipertansiyon, koroner arter hastalığı ve diabetes 
mellitus özgeçmişi mevcut idi. Hastanın ilk başvuru vital 
ölçümleri hipotansif ve taşikardik idi. Akciğer grafisinde aort 
topuzunda belirginleşme ve özefagus ve trakeasında sağa 
deviyasyon mevcut idi. Yatak başı ultrason 
görüntülemesinde her iki alt femoral venlerde komprese 
edilemeyen trombus ile uyumlu görünüm ve EKO’ da kalbin 
sağ boşlularında dilatasyon ve aort çıkımında genişleme 
görüldü. Çekilen bilgisayarlı tomografi anjiosunda aort 
çıışında anevrizmatik dilatasyon ve inen aortada diseskiyon 
yanı sıra sol ana pulmoner arter ve segmenter dallarda 
trombus saptandı.  

Sonuç: Acil servise başvuran hastalarda farklı tanıların bir 
arada görülebileceği akılda tutulmalı ve hastada kliniği 
açıklayan bir tanı konulsa bile altta yatan ikinci bir tanının 
varlığı göz ardı edilmemelidir. 

Anahtar Kelimeler: Pulmoner emboli, aort diseksiyonu, 
birliktelik, görüntüleme 
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GiƌiƔ 

Pulmoner emboli ve torasik aort anevrizması birlikteliği çok 
nadir olsa da, aynı anda ortaya çıkabilir, bu durumda ciddi ve 
yaşamı tehdit eden bir durum söz konusu olur. Aort patolojisi 
ve venöz tromboembolik belirtilerin birlikteliği hakkında hala 
belirsizlikler vardır. Masif pulmoner embolinin tedavisi, 
antikoagülasyondan veya trombolitik tedaviden 
kaynaklanan kanama riskini içerir. Bir hastada büyük bir aort 
anevrizmasının varlığı, antikoagülasyonu terapötik bir ikilem 
haline getirir (1). 
Torasik anevrizma insidansı, en sık yaşamın altıncı veya 
yedinci dekatında meydana gelen, tahmini olarak sıklığı 100 
binde 6-ϳ vaka olduğudur. Genellikle erkekler kadınlardan 
daha fazla etkilenir ve hastaların й ϲ0'ında hipertansiyon 
mevcuttur. Sıklıkla “keskin ve yırtıcı” olarak tanımlanan 
göğüs veya sırt ağrısı, en sık görülen semptomdur ve 
hipotansiyon, nabız defisiti ve akut kalp yetmezliği en sık 
görülen fizik muayene bulgularıdır (2). Aort anevrizması 
ruptüründe genel mortalite oranı yaklaşık й ϲϱ–85'dir (3). 
Genel popülasyonda, pulmoner emboli insidansı ise yılda 
100.000 hastada 112’ye yükselmiştir. Pulmoner emboli 
hastaları genellikle nefes darlığı ve plöritik göğüs ağrısı ile 
başvurur. Bu hastaların hemodinamik olarak karasız olması 
durumunda masif veya yüksek riskli emboli düşünülür ve 
mortaliteleri yüksektir (4).  
Olgumuz akut pulmoner emboli ile komplike olmuş akut aort 
diseksiyonu olan ϴϳ yaşında erkek hastadır.  
 

Olgu Sunumu 

Seksen yedi yaşında erkek hasta konuşma bozukluğu ve 
bilinç durum değişikliği nedeni ile acil servise başvurdu. İlk 
değerlendirmesinde genel durumu orta, dehidrate, 
görünümde bilinci konfüze, Glasgow Koma Skoru: 10 
(E4V1M5), kooperasyon ve oryantasyonu yok idi. 
Özgeçmişinde hipertansiyon, diabetes mellitus ve koroner 
arter hastalığı mevcut idi. Acil servise ilk başvuru anında ki 
vital bulguların değerlendirmesinde, kan basıncı ϲ0/ϰ0 
mmHg, nabzı 120 /dakika, ateşi ϯϴ.1’C, solunum sayısı 
28/dakika ve oksijen satürasyonu oda havasında parmak 
probu ile йϵ2 idi. Sistemik muayenesinde sağ alt 
ekstremitede ϯ cm’lik çap farkı ve ısı artışı dışında ek 
patolojik bulgu yok idi. Laboratuvar değerlendirmesinde 
hemogramda, lökositoz ve nötrofili, biyokimyada kreatinin 
1,81 mg/dl, kan gazında laktat ϲ,ϳ mmol/L, baz açığı -8,3 
mmol/L olarak tespit edildi.   12 derivasyonlu EKG'de kalp 
atım hızı olan 120/dk olan sinüs taşikardisi görüldü. Akciğer 
grafisinde aort topuzu belirgin, trakea ve özefagus sağa 
deviye idi (Resim 1). Hastaya yapılan yatak başı 
ultrasonagrafi görüntülemesinde bilateral femoral vende 
tromboz ile uyumlu damar içi hiperekojen görüntü mevcut 
ve iki ana femoral ven komprese edilemedi. Ekokardiografi 
(EKO) görüntülemesinde parasternal uzun aksta aort çıkımı 
genişlemiş görüldü, apikal dört boşluk görünümünde sağ  

 
Resim 1. Hastanın PAAC Grafisi 

 
yapıları belirgin dilate idi. Derin ven trombozu ve EKO’ da sağ 
yapılan dilate olması nedeni ile çekilen bilgisayarlı tomografi 
(BT) anjiyosunda, superior vena kava düzeyinde duvardan 
lümene protrüde yaklaşık ϰ cm’lik segment boyunca uzanım 
gösteren tromboz, sol ana pulmoner arterden alt lober ve 
segmenter dallara uzanan emboli (Resim 2) ve bilateral 
femoral vende derin ven trombozu tespit edildi. EKO’da 
anevirazmatik görünümü olması nedeni ile çekilen BT aorta 
anjiyografisinde, asendan aortada tromboze anevrizma, 
desenden aortada tromboze diseksiyon görüldü (Resim 3). 
Sıvı tedavisine rağmen devam eden hipotansiyon sebebiyle 
norepinefrin ile inotrop desteği verildi. Diseksiyonu olması 
nedeni ile hasta yüksek riskli kabul edildi trombolitik tedavi 
verilemedi ve düşük molekül ağırlıklı heparin tedavisi 
başlandı kalp damar cerrahisi bölümü konsültasyonu önerisi 
ile uygulandı. Anestezi ve reanimasyon yoğun bakım 
ünitesine devredilen hastanın ek bir patolojisi gelişmemesi 
üzerine 10 gün sonra medikal tedavi kararı ile taburcu edildi.  

 
Resim2. Hastanın BT anjiyografisinde Pulmoner Emboli Görüntüsü 

 



Emboli Diseksiyon Birlikteliği             Özakın ve ark. 

Anatolian J Emerg Med 2020;3(3); 92-95 94 

 
Resim 3.  Hastanın aort anjiyogtafisinde anevrizma ve diseksiyon 
görüntüsü 

 

Yazar tarafından hastadan hasta bilgileri ve görüntülerinin 
kullanım izni için imzalı bilgilendirilmiş onam formu 
alınmıştır. 
 

TaƌƚıƔŵa  
Akut aort diseksiyonu ve pulmoner emboli klinikleri 
birbirlerine benzeyebilir ve tanı koymak bazen altta yatan 
nedene ve hasta durumuna bağlı olarak zor olabilir. Gerek 
aort diseksiyonu gerekse pulmoner emboli için göğüs 
röntgeni ilk değerlendirmede faydalıdır ancak tanıya özgü 
değildir. Röntgende anormallikler aort diseksiyonu 
hastalarının й ϲ0-ϵ0'ında görülür, ancak mevcut bir bulgu 
yoksa tanı dışlanamaz (5). Hem Stanford tip A hem de B 
diseksiyonlarında genişlemiş bir mediasten bulunabilir. Her 
iki durumda da tanıda çok kesitli BT kullanılan en sık 
görüntüleme yöntemlerindendir (6), aort ve pulmoner 
arterlerden kontrast madde geçişinin ayrı ayrı 
değerlendirilebilmesi için ayrı hesaplamalar yaparak 
çekimler gerçekleştirilir. Üçlü dışlama BT ise (tripl rule out) 
tek bir tarama sırasında aortu, koroner arterleri, pulmoner 
arterleri ve akciğerlerin orta ve alt kısımlarını 
değerlendirmek için kullanılan yeni bir protokoldür. 
Hastalarda zamanlanmış kontrast madde bolusunu takiben 
görüntüler elde edilir. Amaç, en iyi görüntü kalitesini elde 
ederken kontrast madde dozunu ve radyasyona maruz 
kalmayı en aza indirgemektir (7). Özellikle hemodinamik 
açıdan kararsız hastalarda aort diseksiyonu ve pulmoner 
emboli tanılarında yatak başı ultrasonografi özellikle acil tıp 
hekimleri için oldukça faydalıdır.  
Akut pulmoner emboli ve tip B aort diseksiyonu birlikteliği 
nadirdir ve tercih edilen tedavi semptomlara göre olmalıdır 
(8–11). Antikoagülasyon, PE için temel tedavi yöntemidir ve 
hemodinamik dengesizliği olan hastalarda sistemik 
tromboliz tedavisi verilir (12). Bununla birlikte, venöz 
tromboembolizm için antikoagülan tedavi, torasik 
endovasküler aort onarımı ile tedavi edilen lokal kanamalı 

aortik komplikasyonlara yol açabilir (11,13). Tersine, son 
yayınlar ile intramural hematomda ve akut tip B aort 
diseksiyonunda antikoagülasyonun güvenli şekilde 
kullanılabileceğini göstermiştir (1,14).  
İki tanıdan birisi genellikle görüntülemeler esnasında 
tesadüfi olarak konulur (1). Bizim vakamızda ise pulmoner 
emboliyi düşündürecek yatak başında saptanan alt 
ekstremite derin ven trombozuna ilave olarak EKO’da sağ 
boşluklarında dilatasyon lehine bulgu ve aortik dilatasyon 
mevcut idi.  
 

Sonuç 

Acil servise başvuran hastalarda farklı tanıların bir arada 
görülebileceği akılda tutulmalı ve hastada kliniği açıklayan bir 
tanı konulsa bile altta yatan ikinci bir tanının varlığı göz ardı 
edilmemelidir. 
 
ÇıŬaƌ ÇaƚıƔŵaƐı͗ Yazarlar çıkar çatışması bildirmemiştir. 
 

FiŶaŶƐaů DeƐƚeŬ BeǇaŶı͗ Yazarlar finansal destek 
bildirmemiştir. 
 

YaǌaƌůaƌıŶ KaƚŬıƐı͗ Yazarlar yazının hazırlanmasında eşit 
düzeyde katkı sağlamıştır. 
 
AǇdıŶůaƚıůŵıƔ OŶaŵ FŽƌŵƵ: Hastadan bu olgu sunumunun 
ve beraberindeki görüntülerin yayınlanması için yazılı 
bilgilendirilmiş onam alındı. Yazılı onamın bir kopyası dergide 
incelenmek üzere mevcuttur. 
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COVID 19 Pandemic and Emergency Service Triage  
COVID ϭϵ PaŶdeŵiƐi ǀe Aciů SeƌǀiƐ TƌiǇaũı 
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ABTRACT  
With the COVID 19 pandemic, the importance of efficient 

use of resources during epidemics has been understood 
again. Triage should be done at every stage of health services 
in terms of efficient resource use. In order to protect 
healthcare personel during the pandemic, it is necessary to 
have sufficient personal protection equipment and use it 
appropriately. Pandemic triage should begin from the main 
entrance of the hospital. Separate areas should be arranged 
for the evaluation of symptomatic patients. In addition, 
measures should be taken to prevent other patients from 
interrupting their treatment. 
 
Key words: COVID 19, pandemic, emergency service, triage 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ÖZ 
COVID ϭϵ ƉaŶdemiƐi ile beƌabeƌ ƐalgıŶlaƌ eƐŶaƐıŶda 

kaǇŶaklaƌıŶ eƚkiŶ kƵllaŶımıŶıŶ ƂŶemi ƚekƌaƌ aŶlaƔılmıƔƚıƌ͘ 
TƌiǇaj eƚkiŶ kaǇŶak kƵllaŶımı açıƐıŶdaŶ Ɛağlık hiǌmeƚleƌiŶiŶ 
heƌ baƐamağıŶda ǇaƉılmalıdıƌ͘ PaŶdemi eƐŶaƐıŶda Ɛağlık 
ƉeƌƐŽŶeliŶiŶ kŽƌƵŶmaƐı içiŶ kiƔiƐel kŽƌƵŶma ekiƉmaŶlaƌıŶıŶ 
Ǉeƚeƌli ŽlmaƐı ǀe ƵǇgƵŶ Ɣekilde kƵllaŶımı geƌeklidiƌ͘ HaƐƚaŶe 
aŶa giƌiƔleƌiŶdeŶ iƚibaƌeŶ ƉaŶdemi ƚƌiǇajı ǇaƉılmalıdıƌ͘ 
SemƉƚŽmaƚik haƐƚalaƌıŶ değeƌleŶdiƌilmeƐi içiŶ aǇƌı alaŶlaƌ 
dƺǌeŶleŶmelidiƌ͘ AǇƌıca diğeƌ haƐƚalaƌıŶ ƚedaǀileƌiŶiŶ 
akƐamamaƐı içiŶ ƂŶlem alıŶmalıdıƌ͘ 
 
Anahtar Kelimeler: COVID 19, pandemi, triyaj, acil servis 
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GiƌiƔ 
TƌŝǇaũ ŚaƐƚa ǀeǇa ǇaƌaůŦůaƌŦŶ ƚedaǀŝ öncelikleri ve uygun 

ƚedaǀŝ ǇeƌůeƌŝŶŝŶ beůŝƌůeŶŵeƐŝ aŵacŦǇůa ǇaƉŦůaŶ aǇŦƌŵa ǀe 
ƐŦŶŦfůaŵadŦƌ1. Acil serviste rutin olarak uygulanan triyajla, 
afetlerde ŬƵůůaŶŦůaŶ ƚƌŝǇaũ aƌaƐŦŶda ƂŶceůŝŬůeŶdŝƌŵe 
aƔaŵaƐŦŶda beůŝƌgŝŶ faƌŬůŦůŦŬůaƌ ǀaƌdŦƌ͘ Afeƚůeƌde ƚƌŝǇaũ͕ 
ŚaƐƚaůaƌŦ ƐŦŶŦfůaŶdŦƌŵaǇa ǀe ƂŶceůŝŬůeŶdŝƌŵeǇe eŬ ŽůaƌaŬ͕ 
aǇŶŦ ǌaŵaŶda ǀaƌ ŽůaŶ ŬŦƚ ŬaǇŶaŬůaƌŦ eŶ faǌůa Ǉaƌaƌ 
ƐağůaǇacaŬ ƔeŬŝůde ƚaŚƐŝƐ eƚŵeǇŝ de ŝçeƌŝƌ2,3͘ FaǇdacŦ 
ǇaŬůaƔŦŵa ŝǌŝŶ ǀeƌeƌeŬ͕ ŽůaǇ ŝůe ŚeŵeŶ ŝůgŝůŝ ŽůŵaǇaŶůaƌ da 
dâŚŝů ŽůŵaŬ ƺǌeƌe ƚƺŵ ŚaƐƚaůaƌ ŝçŝŶ ƐƚaŶdaƌƚ baŬŦŵ 
ŽůaŶaŬůaƌŦŶŦŶ aǇaƌůaŶŵaƐŦ ǀe geƌeğŝŶde aǌaůƚŦůŵaŬ ǌŽƌƵŶda 
ŬaůŦŶabŝůeceğŝ ŬabƵů edŝůŝƌ4.  

SaůgŦŶůaƌ ƐŦƌaƐŦŶda ŚaƐƚaůŦğa ƐebeƉ ŽůaŶ ƉaƚŽũeŶůe eŶfeŬƚe 
Žůŵa ŝŚƚŝŵaůŝ ŽůaŶ ŚaƐƚaůaƌŦŶ aǇŦƌƚ edŝůebŝůŵeƐŝ açŦƐŦŶdaŶ 
triyaj çok önemlidir5͘ COVID ϭϵ ŝůe eŶfeŬƚe ŽůaŶ ŚaƐƚaůaƌŦŶ 
ǇaŬůaƔŦŬ йϮϬ͛Ɛŝ ŚaƐƚaŶede ƚedaǀŝǇe ŝŚƚŝǇaç gƂƐƚeƌŵeŬƚe ǀe 
йϱ͛ŝ ŝƐe ǇŽğƵŶ baŬŦŵa ǇaƚŵaŬƚadŦƌ͘ SağůŦŬ ŚŝǌŵeƚůeƌŝŶŝŶ Śeƌ 
baƐaŵağŦŶda eƚŬŝŶ bŝƌ ƚƌŝǇaũ͕ ŬaǇŶaŬůaƌŦŶ eƚŬŝŶ bŝƌ ƔeŬŝůde 
ŬƵůůaŶŦŵŦŶa ǇaƌdŦŵcŦ ŽůacaŬƚŦƌ6. 

 
COVID 19-BƵlaƔma 

COVID ϭϵ͛ƵŶ baƔůŦca bƵůaƔŵa ǇŽůƵ eŶfeŬƚe ŬŝƔŝůeƌŝŶ 
ƂŬƐƺƌŵeƐŝ ǀeǇa ŚaƉƔŦƌŵaƐŦ ŝůe ŚaǀaǇa ŬaƌŦƔaŶ daŵůacŦŬůaƌ 
ǇŽůƵǇůa ŽůŵaŬƚadŦƌ͘ AǇƌŦca caŶƐŦǌ ǇƺǌeǇůeƌde de ǀŝƌƺƐůeƌ 
gƺŶůeƌce caŶůŦ Ŭaůabŝůŝƌ͘ KŽŶƚaŵŝŶe ǇƺǌeǇůeƌe ƚeŵaƐ ƐŽŶƌaƐŦ 
mukoza ƚeŵaƐŦ ŝůe ǀƺcƵda gŝƌŵeŬƚedŝƌ5. 

 
COVID 19-HaƐƚaŶeŶiŶ HaǌıƌlaŶmaƐı 

HaƐƚaŶeůeƌ afeƚ ƉůaŶůaƌŦŶda ƉaŶdeŵŝ ŝůe ŝůgŝůŝ 
ƚaŶŦŵůaŵaůaƌ ǇaƉŵaůŦdŦƌůaƌ͘ COVID ϭϵ ŝůe ŝůgŝůŝ ŽƉeƌaƐǇŽŶůaƌŦ 
ŬŽŽƌdŝŶe edeceŬ ǀe deŶeƚůeǇeceŬ ƚaŵ ǌaŵaŶůŦ bŝƌ acŝů 
ǇƂŶeƚŝcŝƐŝ ƐağůaŶŵaůŦdŦƌ͘ Acŝů dŽŬƚŽƌůaƌŦ͕ ƐeƌǀŝƐ dŽŬƚŽƌůaƌŦ͕ 
ǇŽğƵŶ baŬŦŵ dŽŬƚŽƌůaƌŦ͕ ŚeŵƔŝƌeůeƌ ǀe eŶfeŬƐŝǇŽŶ 
ŚaƐƚaůŦŬůaƌŦ dŽŬƚŽƌůaƌŦ ǀe ƚƌŝǇaũ͕ ƉeƌƐŽŶeů ǀe ƚeƐŝƐ ǇƂŶeƚŝŵŝ 
gibi faaliyetleri desteklemek için proje yöneticileri ile birlikte 
eŶ ƂŶde gƂƌeǀ aůacaŬ ŬƌŝƚŝŬ ƂŶeŵe ƐaŚŝƉ ŬŝƔŝůeƌdeŶ ŽůƵƔaŶ 
ŽƉeƌaƐǇŽŶ gƂƌeǀ gƺcƺ ŽůƵƔƚƵƌƵůŵaůŦdŦƌ͘ İǇŝ ŬaǇŶaŬůaƌa ƐaŚŝƉ 
eŶfeŬƐŝǇŽŶ ƂŶůeŵe ƚaŬŦŵŦ ŽůŵaůŦ͕ ŬŝƔŝƐeů ŬŽƌƵǇƵcƵ eŬŝƉŵaŶ 
eğŝƚŝŵŝ ǀe bƵůaƔŵa ƌŝƐŬůeƌŝ ŚaŬŬŦŶda eğŝƚŝŵ ǀeƌŝůŵeůŝ͕ 
ŵaƌƵǌŝǇeƚ aƌaƔƚŦƌŵaůaƌŦ ǀe ŚaƐƚaŶe ŝçŝŶdeŬŝ eƉŝdeŵŝǇŽůŽũŝǇŝ 
ƚaŬŝƉ edŝůŵeůŝdŝƌ͘ YaƚaŬ ŬaƉaƐŝƚeƐŝ ƉůaŶŦ ǇaƉŦůŵaůŦ ve pandemi 
ŚaƐƚaůaƌŦ ŝçŝŶ ǇaƚaŬůaƌŦŶ eŶ aǌй ϯϬΖƵ bŽƔaůƚŦůŵaůŦ ǀe ǇŽğƵŶ 
baŬŦŵ ŚaƐƚaůaƌŦ͕ eŬƐƚƌaŬŽƌƉŽƌeaů ŵeŵbƌaŶ ŽŬƐŝũeŶaƐǇŽŶƵ ǀe 
mekanik ventilasyon gibi ileri tedaviler gerektirebilecek 
ŚaƐƚaůaƌŦŶ ǇƂŶeƚŝŵŝ ŝçŝŶ Ɛƚƌaƚeũŝůeƌ geůŝƔƚŝƌŝůŵeůŝdŝƌ7. Acil 
ŽůŵaǇaŶ aŵeůŝǇaƚůaƌ ǀe ŚaƐƚaŶe ƌaŶdeǀƵůaƌŦ eƌƚeůeŶŵeůŝdŝƌ͘ 
Acŝů ƐeƌǀŝƐ ŝçŝ de ǇƺŬƐeŬ ƔƺƉŚeůŝ ǀe dƺƔƺŬ ƔƺƉŚeůŝ ŚaƐƚaůaƌ ŝçŝŶ 
ayrŦůŵaůŦdŦƌ͘ BƵ aǇŦƌŦŵ Śeŵ ƉeƌƐŽŶeůŝŶ Śeŵ de dŝğeƌ 
ŚaƐƚaůaƌŦŶ eŶfeŬƐŝǇŽŶ ƌŝƐŬŝŶŝ aǌaůƚacaŬƚŦƌ͘ ŞƺƉŚeůŝ ŚaƐƚaůaƌ 
ƚƌŝǇaũ ǀe ƂŶ ŵƵaǇeŶe ŝůe aǇƌŦ bŝƌ ƉaŶdeŵŝ ƉŽůŝŬůŝŶŝğŝŶe 
ǇƂŶůeŶdŝƌŝůŵeůŝdŝƌ͘ HaƐƚaůaƌ bƵƌada aŶƚŝũeŶ ƉŽǌŝƚŝfůŝğŝ ǀe 
ƚŽŵŽgƌafŝ ƐŽŶƵçůaƌŦŶa gƂƌe dŝƌekt olarak önceden belirlenen 

ŬaƌaŶƚŝŶa ƐeƌǀŝƐůeƌŝŶe ǇaƚŦƌŦůŵaůŦdŦƌ͘ Acŝů ƐeƌǀŝƐe ǀe ƉaŶdeŵŝ 
ƉŽůŝŬůŝŶŝŬ ǀe ŬůŝŶŝŬůeƌŝŶe ŝƔ ǇƺŬƺ aǌaůaŶ ƐeƌǀŝƐůeƌdeŶ ƉeƌƐŽŶeů 
deƐƚeğŝ ǇaƉŦůŵaůŦdŦƌ8. 

 
TƌiǇaj AlaŶı 

HaƐƚaŶeǇe gŝƌŝƔ aůaŶůaƌŦ ŬŦƐŦƚůaŶŵaůŦdŦƌ͘ Bŝƌ ƂŶ ƚƌŝǇaũ aůaŶŦ 
ŬƵƌƵůŵaůŦdŦƌ͘ İdeaů ŽůaŶ Śeƌ bŝŶaŶŦŶ aŶa gŝƌŝƔŝŶde ƚƌŝǇaũ 
aůaŶŦŶŦŶ ŽůŵaƐŦdŦƌ͘ Aŵa bƵ ƐağůaŶaŵŦǇŽƌƐa dŦƔaƌŦda bŝƌ çadŦƌ 
ǀeǇa ŬŽŶƚeǇŶeƌ ǀb͘ ƚƌŝǇaũ aůaŶŦ ŽůƵƔƚƵƌƵůaƌaŬ ŚeƌŬeƐ bƵ aůaŶa 
yönlendirilebilir9͘ ÖŶ ƚƌŝǇaũ aůaŶŦŶda ŚaƐƚaŶeǇe gŝƌeŶ ŚeƌŬeƐ 
(hastane personeli dâhil) burada kontrol edilmelidir. Ön 
ƚƌŝǇaũ aůaŶŦŶda ƐağůŦŬ gƂƌeǀůŝƐŝ ŽůaŵaǇabŝůŝƌ͘ MƵƚůaŬa gƺǀeŶůŝŬ 
gƂƌeǀůŝƐŝ ŽůŵaůŦdŦƌ10͘ ÖŶ ƚƌŝǇaũ aůaŶŦŶda gƂƌeǀůŝ ƉeƌƐŽŶeů 
ŬŝƔŝƐeů ŬŽƌƵǇƵcƵ eŬŝƉŵaŶ ;ceƌƌaŚŝ ŵaƐŬe ǀe gƂǌůƺŬ ǀb͘Ϳ 
ŬƵůůaŶŵaůŦdŦƌ͘ BƵ aůaŶda eů deǌeŶfeŬƚaŶůaƌŦ ǀe eůdŝǀeŶůeƌ de 
bƵůƵŶdƵƌƵůŵaůŦdŦƌ͘ KŽŶƚƌŽůůeƌ eŶ aǌ Ϯ ŵeƚƌe ƵǌaŬůŦŬƚaŶ 
ǇaƉŦůŵaůŦ ǀe ŬŝƔŝůeƌe ƚeŵaƐ edŝůŵeŵeůŝdŝƌ11. Standart bir 
aŶŬeƚ ŝůe aƚeƔ ǀe ͬ ǀeǇa ƂŬƐƺƌƺŬ͕ baůgaŵ ǀe ŶefeƐ daƌůŦğŦ gŝbŝ 
ƐŽůƵŶƵŵ ƐeŵƉƚŽŵůaƌŦ baƔƚa ŽůŵaŬ ƺǌeƌe ǇŽƌgƵŶůƵŬ͕ bŽğaǌ 
ağƌŦƐŦ͕ ŵŝǇaůũŝ ;ŬaƐ ağƌŦƐŦͿ ǀe ŝƐŚaů gŝbŝ COVID-ϭϵ ƐeŵƉƚŽŵůaƌŦ 
açŦƐŦŶdaŶ ƐŽƌgƵůaŵa ǇaƉŦůŵaůŦdŦƌ4,5. COVID 19 semptomu 
ŽůŵaǇaŶ ŬŝƔŝůeƌŝŶ ƉŽůŝŬůŝŶŝŬůeƌde ŵƵaǇeŶe ƌaŶdeǀƵůaƌŦ ŝçŝŶ 
hastaneye girmelerine izin verilmelidir9,10͘ SeŵƉƚŽŵůaƌŦ ŽůaŶ 
hastalara cerrahi maske verilmeli ve genel durumu iyi olanlar 
COVID ϭϵ ŽůgƵůaƌŦŶŦŶ aǇaŬƚaŶ ŚaƐƚa ƚedaǀŝͬbaŬŦŵŦ ŝçŝŶ 
aǇƌŦůŵŦƔ aůaŶa ǇƂŶůeŶdŝƌŝůŵeůŝdŝƌ͘ GeŶeů dƵƌƵŵƵ ŝǇŝ ŽůŵaǇaŶ 
ŚaƐƚaůaƌ acŝů ƐeƌǀŝƐƚe aǇƌŦ bŝƌ aůaŶa aůŦŶŵaůŦdŦƌ͘ ZŝǇaƌeƚçŝ ǀe 
ŚaƐƚa ǇaŬŦŶŦ gŝƌŝƔŝŶe ŝǌŝŶ ǀeƌŝůŵeŵeůŝdŝƌ10. 

 TƌŝǇaũ aůaŶŦ gƺŶde eŶ aǌ Ϯ Ŭeǌ йϬ͕ϭ͛ůŝŬ ƐŽdǇƵŵ ŚŝƉŽŬůŽƌŝƚ 
;çaŵaƔŦƌ ƐƵǇƵͿ çƂǌeůƚŝƐŝ ŝůe deǌeŶfeŬƚe edŝůŵeůŝdŝƌ͘ ÇaŵaƔŦƌ 
ƐƵǇƵŶƵŶ ǌaƌaƌ ǀeƌeceğŝ aůaŶůaƌ йϳϬ͛ůŝŬ eƚŝů aůŬŽůůe deǌeŶfeŬƚe 
edŝůebŝůŝƌ͘ VƺcƵƚ ƐŦǀŦůaƌŦ ǀeǇa ŬaŶ dƂŬƺůŵƺƔƐe йϬ͕ϱ͛ůŝŬ 
ƐŽdǇƵŵ ŚŝƉŽŬůŽƌŝƚ çƂǌeůƚŝƐŝ ŬƵůůaŶŦůŵaůŦdŦƌ12. 

BeŬůeŵe ƐaůŽŶƵŶda ŬŝƔŝůeƌ aƌaƐŦ ŵeƐafe eŶ aǌ ϭ ŵ 
ŽůŵaůŦdŦƌ͘ COVID ϭϵ ƔƺƉŚeƐŝ ŽůaŶ ŬŝƔŝůeƌůe dŝğeƌ ŚaƐƚaůaƌŦŶ 
beŬůeŵe aůaŶŦ aƌaƐŦŶda eŶ aǌ Ϯ ŵeƚƌe ŵeƐafe bƵůƵŶŵaůŦdŦƌ9. 

AǇƌŦca ŚaƐƚaŶe ŝçŝŶde Śeƌ ƉŽůŝŬůŝŶŝğŝŶ gŝƌŝƔŝŶde COVID ϭϵ 
ƂŶ ƚƌŝǇaũŦ ŝçŝŶ bŝƌ ŬŽŶƚƌŽů aůaŶŦ ŽůŵaůŦdŦƌ5. 

 
COVID ϭϵ TƌiǇajı - KiƔiƐel KŽƌƵŶma EkiƉmaŶı KƵllaŶımı 

Tƺŵ baƔǀƵƌaŶůaƌŦŶ eŶfeŬƚe Ǉa da ƚaƔŦǇŦcŦ Žůabŝůeceğŝ 
dƺƔƺŶƺůeƌeŬ ƐƚaŶdaƌƚ ŬŽƌƵŶŵa ƂŶůeŵůeƌŝ ŵƵƚůaŬa 
aůŦŶŵaůŦdŦƌ5,13,14͘ COVID ϭϵ ƉŽǌŝƚŝf ǀeǇa ƔƺƉŚeůŝ ŚaƐƚa ŝůe 
ŵedŝŬaů ƚeŵaƐƚa ŵƵƚůaŬa ŬŝƔŝƐeů ŬŽƌƵŶŵa eŬŝƉŵaŶŦ 
ŬƵůůaŶŦůŵaůŦdŦƌ͘ BƵ ŬŝƔŝƐeů ŬŽƌƵŶŵa eŬŝƉŵaŶŦ Nϵϱ ǀe ƺǌeƌŝ 
standartta maske, önlük, eldivenler ve koruyucu gözlükten 
ŽůƵƔŵaůŦdŦƌ͘ ÖŶ ƚƌŝǇaũ ǇaƉaŶůaƌ ŚaƐƚaǇa dŽŬƵŶŵadŦŬůaƌŦ ǀe Ϯ 
ŵeƚƌedeŶ daŚa ǇaŬŦŶ ŽůŵadŦŬůaƌŦ dƵƌƵŵda da ƵǇgƵŶ ŬŝƔŝƐeů 
kŽƌƵŶŵa eŬŝƉŵaŶůaƌŦŶa ƐaŚŝƉ ŽůŵaůŦdŦƌůaƌ͘  AƌaǇa fŝǌŝŬƐeů 
baƌŝǇeƌůeƌ ;Ɣeffaf ƉůaƐƚŝŬ Ƃƌƚƺ͕ caŵ ǀb͘Ϳ ŬŽŶƵůŵaƐŦ͕ ŬŦǌŦůƂƚeƐŝ 
ƚeƌŵŽŵeƚƌe ŬƵůůaŶŦŵŦ ǀe ŵaƐŬe dağŦƚŦŵŦ da Ǉeƚeƌůŝ ŵeƐafe 
ǀe gƺǀeŶůŝğŝ ƐağůaǇacaŬƚŦƌ͘ SağůŦŬ çaůŦƔaŶůaƌŦŶa ŚŝũǇeŶ ǀe 
ŬŝƔŝƐeů ŬŽƌƵŶŵa eŬŝƉŵaŶŦ ŬƵůůaŶŦŵŦ ŬŽŶƵƐƵŶda eğŝƚŝŵ 
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verilmelidir13. Yüz yüze triyaj veya hasta muayenesi yerine 

ǀaƌƐa ƚeleƚıƉ gibi alƚeƌnaƚifleƌ kƵllanılmalı ǀe ƚeƌcih edilmeƐi 
Ɛağlanmalıdıƌ5. 

 
COVID ϭϵ TƌiǇaũŦ ǀe EƚiŬ 

Pandemi ile beƌabeƌ Ɛınıƌlı olan kaǇnaklaƌın inƐanlaƌa adil 
dağıƚımı konƵƐƵ ƚekƌaƌ gƺndeme gelmiƔƚiƌ͘ Pandemi 
ƐıƌaƐında Ɛağlık hiǌmeƚleƌinden Ǉaƌaƌlanmada ƐoƐǇal͕ 
ekonomik ǀe çeǀƌeƐel fakƚƂƌleƌin eƔiƚƐiǌlik olƵƔƚƵƌmaƐı 
engellenmelidiƌ͘ Sınıƌlı kaǇnaklaƌın dağıƚımında faǇdacı 
kaƌaƌlaƌ alınmak ǌoƌƵnda kalınmaƐı kaçınılmaǌdıƌ͘ Ancak 
kaǇnak dağıƚımı için Ƃnceliklendiƌmede kƵƌallaƌ olƵƔƚƵƌmalı 
ǀe ǇƂneƌge ile ƵǇgƵlaǇıcılaƌın en ƵǇgƵn kaƌaƌı almaƐı 
kolaǇlaƔƚıƌılmalıdıƌ15͘Biƌ haƐƚanın ͚hıǌlı biƌ Ɣekilde ƚedaǀiden 
Ǉaƌaƌlanma kaƉaƐiƚeƐi͛ gƂǌeƚileƌek͕ ƚedaǀi için ƵǇgƵnlƵğƵnƵn 
değeƌlendiƌmeƐi geƌekecekƚiƌ͘ AǀƌƵƉa͛dan elde edilen 
ƌaƉoƌlaƌda Ƃlƺm olaƐılığı ǇƺkƐek Ǉa da ƵǌƵn Ɛƺƌeli ǇoğƵn 
bakım deƐƚeği geƌekƚiƌecek eƔik ƐeǀiǇeƐini aƔan haƐƚalaƌın 
ǇoğƵn bakım ƚedaǀiƐi için dikkaƚe alınamadığı 
bildiƌilmekƚediƌ͘ AǇƌıca İngiliǌ TıƉ Biƌliği ǀe Ameƌikan TıƉ 
Biƌliği͛nin ǇaǇınladığı ƌehbeƌleƌde ǇoğƵn bakıma ǀeǇa 
ǀenƚilaƚƂƌ deƐƚeğine eƌiƔim konƵƐƵnda haƐƚalaƌdan 
baǌılaƌının ƌeddedilebileceği͕  ǇaƔlı ǀeͬǀeǇa kƌonik 
haƐƚalıklaƌı olanlaƌın dolaǇlı olaƌak aǇƌımcılığa Ƶğƌamalaƌının 

olaƐı oldƵğƵ beliƌƚilmiƔƚiƌ16͘ BƵ ǀe bƵna benǌeƌ Ɛakıncalaƌı 
önlemek için COVID 19 ile enfekte olan veya olmayan 

haƐƚalaƌda ƚedaǀi kaƌaƌlaƌı͕ Ƃncelikle kƵllanılabiliƌ kaǇnaklaƌ 
dikkaƚe alınmadan ƚıbbi açıdan değeƌlendiƌilmelidiƌ͘ 
Önceden beliƌlenmiƔ bakım Ɛƚandaƌƚlaƌına ƵǇƵlaƌak͕ meǀcƵƚ 
kaǇnaklaƌ koƌƵnmalıdıƌ͘ Sınıƌlı olmaǇan kıƚ kaǇnaklaƌın 
kƵllanımına ǇƂnelik biƌ Ɖƌoƚokol olƵƔƚƵƌƵlmalıdıƌ͘ BƵ 
Ɖƌoƚokol ƵǇgƵlanıƌken͕ Ɛınıƌlı kaǇnaklaƌın kƵllanılamamaƐına 
bağlı ǇaƔanan haƐƚa kaǇıƉlaƌını aǌalƚmak için Ɖƌoƚokol ƚam biƌ 
Ɣeffaflıkla ǀe Ǉaƌaƚıcı çabalaƌla ƐiƐƚemaƚik olaƌak ƚakiƉ 
edilmelidir. COVID-ϭϵ hakkındaki bilgileƌin aƌƚmaƐına Ɖaƌalel 
olaƌak geƌekli değiƔiklikleƌin ǇaƉılmaƐı için kaǇnak kƵllanım 
protokolleri düzenli olarak gözden geçirilmeli ve 

geƌekƚiğinde dƺǌenlenmelidiƌ17. 

 
Sonuç 

COVID ϭϵ ƉandemiƐi ile kıƐıƚlı kaǇnaklaƌın kƵllanımı 
açıƐından afeƚ Ɖlanlaƌı͕ ƚƌiǇajın Ƃnemi ǀe afeƚ ƚƌiǇaj 
Ɖƌoƚokolleƌinin geliƔƚiƌilmeƐi için aƌaƔƚıƌmalaƌın aƌƚmaƐı 
geƌekƚiği biƌ keǌ daha anlaƔılmıƔƚıƌ͘ 
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